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THE UPPER OBSTRUCTIVE 
UROPATHY AND THE 
PROBLEMS IT 
PRESENTS 


A. W. MULTHAUF, B.A., M.D. 
El Paso, Texas 


(Read before the New Mexico Medical Society, at 
its Fifty-First Annual Meeting, at Roswell, N. M., 
May 18-20, 1933.) 


The role that the kidney plays in the differ- 
ential diagnosis of disease of the abdomen has 
long been recognized by surgeons. The cases 
that I have collected for presentation have 
been gathered from my files, and all have been 
within the last five years. These cases have 
had from one to four operations for abdom- 
inal pain, for which the kidney was respon- 
sible. Investigators have definitely shown us 
that the kidneys frequently produce a retro- 
peritoneal reflex that is entirely referred to 
the abdomen. We must bear this in mind when 
we have a vague symptom complex that is en- 
tirely abdominal, or else the occasional case 
will slip by us unnoticed. 

With the advent of intravenous pyelog- 
raphy, the investigation of the upper urinary 
tract is in the hands of everyone. The ques- 
tion of interpretation of the intravenous pyel- 
ograms is another factor, and one which re- 
quires considerable study and experience. But 
it can here be definitely stated that where the 
pathology is very evident on the x-ray, it will 
help to clear up this point before the abdomen 
is attacked. 

For the sake of clarity and brevity I have 
classified these kidney conditions into four 
groups: 

1. Intrarenal pathology. 

2. Pathology at the ureteropelvic juncture. 


3. Ureteral pathology. 


4. Extrarenal pathology. 


The above classification comprises the con- 
ditions that are the most frequent sources of 
error in diagnosis of abdominal disease. 


I. In the first group, or intrarenal path- 
ology, we include renal stones, tumors, dupli- 
cations, renal tuberculosis, polycystic kidney, 
solitary cysts, and horseshoe kidney. 

Kidney stones can develop without produc- 
ing localized pain. The symptoms they pro- 
duce are vague and often referable to the ab- 
domen. 


When stones produce an acute obstruction 
at the outlet of the kidney, as a result of a 
ball-valvelike action at this point, the pain 
produced is frequently very acute, and when 
unaccompanied by renal infection it can very 
easily be mistaken for gallbladder or appen- 
diceal disease. The above symptoms comprise 
a group of cases in which emergency opera- 
tions are usually done. In these cases a care- 
fully obtained specimen of urine will frequent- 
ly give the necessary clue by the appearance 
of microscopic blood in the specimen. (Figure 
1.) 


FIG. I. CALCULUS IMPACTED AT URETERO- 
PELVIC JUNCTION, 








400 


Tumors of the kidney are frequently over- 
looked, and this usually occurs at the time 
when cures could be effected by radical sur- 
gery. The large mass that can easily be pal- 
pated externally will immediately provoke the 
need of ruling out the kidney. We are pur- 
posely omitting this group of large tumors 
from our series of slides, and are confining the 
study to the small tumor which can not be 
palpated, and a diagnosis of which is made af- 
ter interpretation of the pyelogram. (Figure 
2.) 





FIG. II. 
KIDNEY. 


TUMOR OF LOWER POLE OF LEFT 
NOTE FILLING DEFECT. 


In duplications of the upper urinary tract, 
the symptoms produced are usually due to 
poor drainage, and this most frequently occurs 
in the more embryonic of the duplications, 
which shows as the uppermost pyelogram. In 
recent years conservative surgery has been in- 
stituted in these cases, either in the form of 
hemi-nephrectomy or uretero-ureterostomy. 
(Figure 3.) 





FIG. III. PARTIAL DUPLICATION OF LEFT 
KIDNEY WITH CALCULUS IN THE UPPER 
PELVIS. 
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In renal tuberculosis probably the first 
symptom noticed is bleeding. When an exten- 
sion of the tuberculous involvement occurs in 
the ureter, with fibrosis resulting, then the 
condition results in the obstructive type of dis- 
ease. Many of these cases show no marked 
bladder irritability and, as a result, the kidney 
is overlooked in the course of the investiga- 
tion. 





FIG. IV. ANOMALOUS RENAL VESSEL PRO- 
DUCING HYDRONEPHROSIS OF RIGHT KID- 
NEY. 


Polycystic kidneys and solitary cysts of the 
kidney are extremely difficult to find unless 
the cystic condition is very far advanced and 
can be noted on palpation. Early pyelograms 
here will again make the diagnosis and the 
surgery will again, if possible, be conservative. 

The relatively rare horseshoe kidney will 
occasionally give epigastric symptoms ex- 
tremely difficult to interpret. 


II. Pathology occurring at the uretero- 
pelvic junction. The most frequent cause of 
this condition is the result of an anomalous 
renal vessel. At operation the vessel may still 
be supplying blood to a part of the kidney, or 
its remnants in the form of a strand of fibrous 
tissue will be observed. The vessel or strand 
of fibrous tissue causes an acute angulation at 
the ureteropelvic junction, which ultimately 
causes a hydronephrosis. The surgical treat- 
ment of this condition can best be decided up- 
on at the time of operation and after the organ 
is exposed. Very often just freeing the fibrous 
tissue or resection of the vessel: will: promote 


good drainage. Where a _ second, ‘third, or 
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fourth degree hydronephrosis exists, trans- 
plantation of the ureter to the dependent por- 
tion of the kidney pelvis, resection of the kid- 
ney pelvis and plastics, in the form of the 
Henicke-Mikulitz or the Foley-Schweetzer, 
can be done. (Figure 4.) 

Stricture at the ureteropelvic junction is 
usually due to a fibrosis, as a result of an acute 
urinary infection, which has subsided. 

In the above group of cases the symptoms 
observed are all due to obstruction and are, in 
85 per cent of the cases, referred to the abdo- 
men. 

III. Ureteral pathology. Ureteral pathol- 
ogy in the form of a fibrosis occasionally oc- 
curs as a result of an acute kidney infection. 
The usual area for the occurrence of the re- 
ferred pain is about one inch above and to 
either side of the umbilicus. The treatment is 
diagnosis with the bulb catheter, then dilata- 
tion with bougies. 

Ptosis of the kidney produces ureteral path- 
ology, due to acute angulation of the ureter at 
the point of its attachment to the parietal 
peritoneum. This is, of course, produced by a 
descent of the kidney. Treatment is either 
conservative; with the aid of a corset and pads, 
which, in our experience, has been very unsat- 
isfactory, or by nephropexy, which, when 
properly done, gives excellent results. There 
are several procedures for doing this. We have 
been doing the Foley nephropexy, probably 
on account of our past association with him. 
The kidney fossa must be thoroughly cleaned 
of fat and extremely important is the freeing 
of the ureter as far as possible into the pelvis. 

Ureteral stone, either impacted or with a 
ball-valvelike action, produces an abdominal 
pain which is frequently mistaken for appendi- 
citis or pelvic disease. z 

Stricture at the mural portion of the ureter 
may be either congenital or due to infection 
producing a hydronephrosis and hydro-ure- 
terosis. The treatment is wide meatotomy and 
dilatation. 

IV. Extrarenal pathology. Diverticula en- 
croaching upon the ureter, which in turn pro- 
duces obstruction to urinary outflow, are oc- 
casionally seen. The treatment is a radical one, 
but wherever possible, the catheters should be 
introduced into the ureter to avoid injuring 
this structure during this operation. (Figure 
5.) 
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FIG. V. DIVERTICULA OF BLADDER EN- 
CROACHING UPON THE RIGHT URETERAL 
ORIFICE. 


Carcinoma of the uterus, with involvement 
of the retroperitoneal glands, occasionally in- 
volves the ureters, producing acute obstruc- 
tion. (Figure 6.) 














FIG. VI. CARCINOMA OF UTERUS, INVOLV- 
ING THE URETERS. 


Prolapse of the uterus can produce an acute 
angulation of the ureter at the point of its en- 
try into the bladder, with resulting hydrone- 
phrosis and hydro-ureterosis. (Figure 7.) 


CONCLUSION 

This paper is not presented to bring out any 
faults on the part of my colleagues, but to em- 
phasize the fact that in the vague abdominal 
complaint, an investigation from a urological 
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FIG. VII. PROLAPSE UTERI, RESULTING 
IN BILATERAL HYDRONEPHROSIS. 


standpoint should be made, so that these pa- 
tients will not be subjected to unnecessary 
surgery. 

In the hands of general surgeons, the use of 
intravenous pyelography is suggested as an aid 
in ruling out the kidney before exploration of 
the abdomen. 


DISCUSSION 

DR. E. K. WESTHAFER, New Castle, Ind. (open- 
ing): Dr. Multhauf hes very ably covered his field, 
that of the upper urinary tract. There is one point I 
should like to stress. Dr. Multhauf commented on 
the lack. of complete physical diagnosis in abdom- 
inal conditions. We have all seen cases of so-called 
appendicitis go on the table and afterward prove to 
be a genito-urinary condition. There is no excuse 
for this. Since the advent of the cystoscope I do 
not believe there is any pathological or medical con- 
dition of the genito-urinary tract that cannot be 
diagnosed. With this and the x-ray, we have at our 
finger-tips and in front of our eyes everything we 
need and there should be very little excuse for mis- 
takes in diagnosing conditions. 


Nine-tenths of the patients coming for cysto- 
scopic examinations are frightened beforehand, be- 
cause the doctor has already scared them. Every- 
one has seen patients go to sleep on the table dur- 
ing cystoscopy. In handling a cystoscope there is 
no condition in which you cannot get some operation 
of your ureteral catheter and if you do not, your 
diagnosis is established—and it is plain there is an 
obstruction. The thing to do is to work out this ob- 
struction. It is not everybody who can read a chest, 
neither is there one out of fifteen physicians who 
can read a kidney pelvis. There are no two pelvises 
that look alike under the x-ray, and it takes much 
experience to determine the difference. In my lim- 
ited experience I have seen cases that were correct- 
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ly diagnosed by other means but where x-ray find- 
ings were absolutely wrong. 

DR. R. L. BRADLEY (Roswell, N.M.): This is a 
very important subject and one to which I have giv- 
en a great deal of thought. I appreciate Dr. Mult- 
hauf’s paper very much, but a genito-urinary man 
is rather a luxury. They are too far apart. We 
have so many cases, not so many now as formerly, 
that are operated upon under a diagnosis of appen- 
dicitis, that are possibly kidney cases. I felt we 
ought to have somebody around here that could do 
eystoscopic work, so took a course in New York, but 
my cases were so scattering that I could not keep up 
the technic, so let it drop. I afterwards gave the 
apparatus to one of our younger doctors who felt 
kindly to it, but in a lilttle while drifted away, 
so now we send our genito-urinary patients away. 
We used to send them to Dallas, and then some to 
El Paso. Of course that is all right for people who 
are able to make the trip, but it is bad for those 
who are not, and it leaves us up in the air. The 
matter of cystoscoping a patient is not easy, espe- 
cially where one is doing this work only occasional- 
ly. This is a field that has been neglected. 

DR. MULTHAUF (closing) : I appreciate the dis- 
cussion very much. Relative to the remarks made 
by Dr. Westhafer, I will admit that intravenous 
pyelography in my hands has not been quite satis- 
factory. The calyces and pelvises on the x-rays are 
not very clear, as a general rule, and if you have a 
kidney in which the function is nearly destroyed, of 
course you will not get any shadow at all. But even 
that has diagnostic significance, because, if you do 
not get a shadow, then you become cognizant of the 
fact that there is some type of patho'ogy present, 
and this will center the diagnosis on the kidney. 

In regard to instrumentation, I wish to say that 
it is one subject in which I am very much interest- 
ed. I think the trouble is that some of us may not 
be as gentle on manipulation as we might be, or we 
may not wait until anesthesia has become effective. 
We use a 2 per cent butyn solution in the urethral 
canal and leave it there for 5 minutes and wait 5 
minutes before the cystoscope is passed. The cysto- 
scope is passed slowly. This, I think, is extremely 
important. 

As to Dr. Bradley’s remarks, I think that, for the 
community that does not have access to any cysto- 
scope, the intravenous pyelogram will help the doc- 
tor to a tremendous degree. At least it will center 
the attention on the kidney. If the kidney is not re- 
sponsible, it will rule it out in the differential diag- 
nosis. 
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OPEN REDUCTION OF COM- 
PLICATED FRACTURES OF 
LONG BONES. 


F. C. GOODWIN, M. D. 
El Paso, Texas. 





(Read before the New Mexico Medical Society, at 
its Fifty-First Annual Meeting, at Roswell, N. M., 
May 18-20, 1933.) 





When the open reduction method was first 
described, it was received with much enthusi- 
am. However, this popular procedure has 
fallen into disuse because of the complications 
which arose after the operation had been com- 
pleted. The most frequent complication was 
infection, which resulted in deformity and de- 
layed union. Frequently infection was attrib- 
uted to the presence of plates, screws, Par- 
ham bands, or other immobilizing materials 
used in the wound. The operator seldom ac- 
cused himself of having produced the infec- 
tion. Infection results from inexperience on 
the part of the operator, or from inadequate 
equipment. Experience is necessary for open 
reduction work and the operator who requires 
more than one hour to plate a femur had best 
resort to more conservative means of treating 
fractures. In every instance, if a careful tech- 
nic is carried out during the operation, no in- 
fection will result. The foreign bodies placed 
in the wound are most emphatically not caus- 
ing the infection. 

A careful technic will prevent the most com- 
mon complication arising after open reduction. 
Our technic consists of twenty-four hours of 
preparation. The leg is shaved, after which 
the entire surgical field is cleansed with soap 
and water, ether, iodine, and alcohol. The 
member is wrapped in sterile linens. The fol- 
lbwing morning the patient is given either a 
general anesthetic or a spinal, depending on 
the condition of the patient. He is put on a 
fracture table and the extremity is fixed firm- 
ly to the traction apparatus of the table, so 
that there will be no slipping after the sterile 
linens are placed. Again the surgical field is 
prepared with ether, iodine, and alcohol. The 
patient is now draped with much care. 





















All those present in the operating room must 
wear masks covering the nose as well as the 
Mouth. The Lane technic is not carried out 
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completely, because we feel that, if our glove 
is contaminated, the instrument will be, as 
well. However, we do feel that this technic 
keeps constantly in mind that care must be 
taken at all times not to contaminate the surgi- 
cal procedure. 

An incision is made which thoroughly ex- 
poses the fragments. An incision will make an 
operation easy or difficult. The approach to 
the middle third of the femur, for instance, is 
made through the anterolateral surface of the 
thigh, as described by Dr. J. E. Thompson of 
Galveston. In this particular operation an in- 
cision is made about eight inches long. The 
wound is immediately cauterized with iodine 
and the knife is discarded. “Wall-offs” are 
now applied, so that neither the hands nor in- 
struments touch the skin. The fibers of the 
vastus lateralis muscle are separated with a 
cotton glove on the hand, or with the fingers 
covered with a sponge. After the fragments 
present themselves, the periosteum is not re- 
moved from them and tissues are traumatized 
as little as possible. A Lowman bone-holding 
forceps is applied to each fragment and tight- 
ened. These instruments serve as handles. Af- 
ter the fragments have been approximated, if 
the fracture is a transverse one, the instru- 
ments are loosened slowly and carefully and a 
six-screw plate is placed in position. The in- 
strument is again tightened to hold the plate 
firmly in place. Holes are now drilled, the 
screw being applied after each hole is made. 
The middle screw in each fragment should be 
a screw which penetrates the entire diameter 
of the bone as recommended by William 
O’Neill Sherman. After the plate has been 
fixed firmly, no chemical sterilization is ad- 
visable unless the fracture is a compound 
one, in which instance iodine is frequently 
used. Iodine perhaps will not prevent an in- 
fection; however, because of our experience 
we feel that the virulence of the organism is 
lowered to a point at which the infection is 
more easily cleared up. If iodine is used, a 
drain is placed in the wound. The muscle is 
not sutured; however, the fascia lata is approx- 
imated with chromic one. The skin is closed 
with dermol with an occasional silkworm su- 
ture. After this, a bi-lateral hip spica is ap- 
plied, which will be described later. 

Debridement in compound fractures is indi- 
cated in every instance. There are two differ- 
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ent types of compound fracture. One, for in- 
stance, where the bone penetrates and leaves 
a very small wound. Second, the type which 
comes through clothing and mutilates tissues. 
In the small-type wound, a slight debridement 
is advisable, as well as cauterization with io- 
dine. The incision is left open. Complete ex- 
posure of the fragments in this type of com- 
pound fracture is not carried out, because of 
the possibilities of infection; however, the frag- 
ments may or may not be internally fixed, de- 
pending on the bone and the type of fracture 
present. In the second, or extensively com- 
pounded fracture, we do attempt to carry out 
an extensive debridement and the wound is 
cauterized with iodine. Internal fixation may 
or may not be indicated, depending on the 
bone and the type of fracture present. It is 
difficult to determine when to close the wound 
and when not to close the wound. If the wound 
is left patent in every instance, infection is less 
apt to develop. We are accustomed to placing 
a large mass of iodoform gauze in each extrem- 
ity of the incision, leaving a space between 
these sponges so that the bone is visible, per- 
mitting drainage if it develops. If the infection 
is virulent, the Carrel-Dakin irrigation is in- 
stituted. The most important point to be kept 
constantly in mind is complete drainage. 

In treating compound fractures, we do not 
hesitate to fix the fragments internally. If ex- 
ternal immobilization is indicated, internal fix- 
ation should also be advisable. The type of in- 
ternal fixation used should depend on the type 
of fracture. In a transverse fracture, plates are 
used. In oblique and spiral fractures, bands 
and transfixation screws give good results. If 
a badly infected fracture presents itself, the 
Smith clamp is useful and perhaps more indi- 
cated than any other type of internal fixation 
which necessitates the drilling of holes in the 
bone. 


These same internal-fixation materials are 
used whether the fracture is compounded or 
simvle. External fixation consists, in nearly 
every instance, of plaster-of-Paris casts. For a 
fracture of the femur, a hip spica is applied 
from the nipple line down to, but not includ- 
ing, the foot on the affected side. A brace is 
incorporated between the thighs to prevent 
the cast from collapsing in the region of the 
croin. Reinforcement of the plaster is applied 
over both thighs, across the abdomen and but- 
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tocks. If the wound is compounded, irrigation 
is instituted. Iron braces are incorporated in 
the plaster to prevent the collapse of the cast 
after it has become wet. 

In treating fractures of the tibia, the plaster- 
of-Paris cast should, in every instance, extend 
from the groin down to and including the foot. 
If compounded, iron braces should be used. 

In treating fractures of the humerus, a 
shoulder spica should be used with the arm 
abducted in the neutral position. We feel that 
it is difficult to apply any immobilizing ma- 
terial or brace which serves its purpose better 
and with more comfort to the patient than 
does this particular type of cast. In long spiral 
and oblique fractures of the humerus, where a 
Parham band is used, extensive immobiliza- 
tion is not indicated. 

In treating fractures of the forearm, the im- 
mobilization should extend from the axilla 
down to and including the palm, with the arm 
flexed to 80 degrees. 

In treating transverse fractures of the femur 
which are not adjacent to the articulations and 
when there is an indication for open reduction, 
we do not hesitate to open and apply a six- 
screw plate. If these fractures are oblique or 
spiral, it is difficult to find anything which 
serves its purpose better than do Parham 
bands. Parham bands are frequently con- 
demned, and perhaps unjustly so, as you will 
see from the results obtained by their use, in 
the slides which are to follow. These bands 
should be removed, ‘as in many instances there 
is a marked osteoporosis after their application. 
In treating compound fractures of the femur, 
a complete debridement is done and the frag- 
ments are internally fixed. If a debridement is 
indicated, it should be done completely. This 
procedure exposes the fragments, and the sur- 
geon who hesitates to fix them firmly is invit- 
ing mal-union or non-union; most emphatically 
he is increasing hospitalization and conval- 
escence. These foreign materials should be re- 
moved within six to eight weeks’ time. Plates 
are used for transverse fractures, Parham 
bands and screws for oblique and spiral. If 
fragments are loose, they should not be remov- 
ed, if they are attached to the periosteum. 
These fragments frequently serve as centers of 
osteogenesis. 

Most fractures of the tibia can be reduced 
and approximation maintained without in- 
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ternal fixation; however, in spiral and oblique 
fractures of the tibia, particularly in the lower 
two-thirds, we open and apply a Parham band. 
In compound fractures the same treatment is 
carried out. Because of the frequency of non- 
union in the lower two-thirds of the tibia, 
plates are never recommended. 


Fractures of the humerus are more easily 
approximated than fractures of the lower ex- 
tremity and, consequently, open reduction is 
less frequently indicated. However, if satis- 
factory results are not obtained early, the frag- 
ments are approximated surgically. Four- 
hole plates are most rfequently used for trans- 
verse fractures, Parham bands for spiral and 
oblique. 


In treating fractures of the forearm, open re- 
duction is most frequently indicated in frac- 
ture of both bones. If compounded, a complete 
debridement is indicated. Internal fixation 
may or may not be advisable. 


DISCUSSION 


DR. EARL D. McBRIDE, Oklahoma City, Okla. 
(opening): I think the orthopedic surgeons gener- 
ally feel that open surgery of fractures is essential 
ina great many cases. However, I believe the gen- 
eral feeling is that open surgery in the hands of 
men in general practice is not advisable. Those of 
you who were on the fracture service during the 
War, remember that the results of plating com- 
pound fractures were so seriously disappointing 
that orders had to be given not to plate any com- 
pound fractures. 


Personally I do not feel that any foreign body 
should be placed on bone fragments in a compound 
fracture, unless it is an extreme measure. The 
Kirschner wire traction, in most instances, can be 
conveniently applied with safety and can be de- 
pended upon to secure excellent alignment. I think, 
therefore, that, especially in compound fractures, it 
is preferable to any other method in use at the pres- 
ent time. 

Dr. Sherman in Pittsburgh uses steel plates per- 
haps more than any other surgeon. He is handling 
the injuries for the U. S. Steel Company and s2- 
tures very excellent results. 

Those who know how to use the perfect technic 
as described by Sir Arbuthnot Lane in his original 
article, can successfully use plating, but unfortu- 


nately this technic is not always used, and osteo-. 


myelitis resulting from the compound fracture is 
often disastrous to the result. 

I think it is dangerous to advocate open surgery 
of fractures in general practice. Personally I do a 
teat deal of open surgery in fractures and like the 
metal plate better than any other internal fixation. 

I think Dr. Goodwin is to be commended for his 
excellent work; but I wish to sound this note of 
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warning, that open surgery should never be under- 
taken except when the surgeon is prepared with ad- 
equate equipment and perfect operating-room tech- 
nic. 

DR. C. A. MILLER (Las Cruces, N. M.): I sent 
the girl with the gunshot wound of the arm to Dr. 
Goodwin expecting amputation. She was shot while 
on the inside of a screen door and many of the 
pieces were carried into the arm. She did not reach 
Dr. Goodwin until about ten days afterward. The 
arm was kept in position for two or three months. 
She now has remarkable use of the arm and I am 
sure Dr. Goodwin deserves great credit for his re- 
sults in the case. 

DR. J. MOTT RAWLINGS (El Paso, Texas): 
Simply as a visitor from El Paso, I want to give 
Dr. Goodwin real praise for the work he has done 
there. I have seen some of his cases and think he 
ought to tell us more of the technic which enables 
him to obtain such excellent results. 


DR. S. D. SWOPE (El Paso, Texas): I am not 
an orthopedist or bone surgeon, but Dr. Goodwin 
has been doing such wonderful work in El Paso that 
I feel I should say something in commendation of 
both his work and the presentation of his paper. 
He has a wonderful opportunity in El Paso to dis- 
play his ability. The City-County Hospital cares for 
about 25 per cent of the population and the matter 
of fractures has been under his supervision. When 
staff reports come in, it is generally Dr. Goodwin 
who has about four times as many operations as 
anybody else on the staff. I have fooled around a 
little with bones and it has always been my opin- 
ion, and still is, that any fracture that can be prop- 
erly approximated by the application of fascia ought 
to be fixed in some manner. I was very glad to 
hear Dr. McBride speak of the use of wire. I think 
that, where wire can be used to advantage, it is a 
simpler and better plan. As to the matter of plat- 
ing, I think there are two things which should be 
considered. The man who underakes to do plating 
with the Lane p-ating screws should have a perfect 
technic. Second, he ought to convince himself, pre- 
vious to applying these applications, that other and 
more simple methods will not produce as good a re- 
sult. When bones can be approximated, they usual- 
ly heal promptly. When they cannot be approximat- 
ed, we have the danger of deformity. No one has 
mentioned the application of kangaroo tendon. It 
will be found very satisfactory. 

DR. JOHN T. MOORE (Houston, Texas): I had 
the pleasure of visiting the clinic of Sir Arbuthnot 
Lane and seeing his wonderful work, some years 
ago, and in the same year visited the clinic of Sir 
Robert Jones, who was, I suppose, one of the great- 
est orthopedic surgeons of the world. In these men 
I saw two types. Sir Robert Jones said there is lit- 
tle excuse for ever opening a fracture to get the 
fragments in place. He was trained by his uncle, a 
bone-setter, and author of the Thumas’ splint. He 
set all of his fractures practically without doing an 
open operation. 

I once saw Dr. Arbuthnot Lane operate in J. B. 
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Murphy’s clinic. He had a large group of cases and 
a fine audience. The internes and assistants were 
sitting around and others were bringing in cases for 
operation. Dr. Murphy had taken two or three 
cracks at Sir Arbuthnot Lane, who was sitting in 
the pit. When he got through, Sir Arbuthnot Lane, 
who was to do an operation, came on the scene and 
said, “How do you expect to have anything else, 
with such a technic? The plates are bound to come 
out the way you work here.” All the surgeons pres- 
ent clapped their hands. I learned a few things in 
my early career about surgery, but I saw them ex- 
emplified to a “T” in Lane’s clinic. I believe I have 
never seen a better technic in an operating room. 
Trained assistants worked in and out with preci- 
sion, tooth retractors were used throughout—but 
why tooth retractors? Because tooth retractors do 
the least damage of any retractor you can use. I 
cannot go through the technic, but presume Dr. 
Goodwin follows it. Halsted showed the use of fine 
silk. He said that one of the reasons he used fine 
silk was because one could not tie it too tight with- 
out breaking it. Then we owe him the credit of 
these very fine forceps. Whenever you crush tissue 
by clamps, or damage it, you subject it to infection. 
So Halsted avoided damage to tissue as much as 
possible. He was a very wonderful surgeon. 

I am glad Dr. McBride said he did not always 
practice what he preached. A lot of us do much 
talking to the audience. We talk for the crowd, as 
it were—and frequently say the wrong thing. You 
can put in steel plates if sterile, or metal plates of 
any kind, without danger of infection. It can be 
done—and if we have infection in a clean case, it 
is our own fault. 


DR. F. C. GOODWIN (closing): If you do not 
have trained personnel and adequate equipment, you 
should not do open reductions. That was probably 
the reason the army issued orders to the field of- 
ficers not to do open reductions. The no-touch tech- 
nic, I think, is not necessary, for the simple fact 
that if your hands are contaminated, your instru- 
ments are, so why subject the patient to two or more 
hours operating, when it can be done in thirty to 
thirty-six minutes. I enjoyed very much hearing Dr. 
Moore’s comments. If we expose the patient for a 
long, long time, that is one sure way to get an in- 
fection while doing bone surgery. It is sometimes 
very difficult to approximate fragments and of 
course there is grave danger of infection if a man 
operates four and one-half hours in reducing frac- 
tures by the open method. I had a case, a man fifty- 
eight years old, with compound comminuted frac- 
ture which we fixed with Lane plate. The plate has 
been in three months and he has not had one hypo- 
dermic since we operated. He could have gone home 
fifteen days after operation, if he had cared to do 
so. If you have the equipment and are familiar with 
it, by all means plate compound fractures of the fe- 
mur. 


As to plaster, every man should be able to handle 
plaster and handle it properly. As to wire—when- 
ever I subject a patient to something radical, I want 
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to get results. Kangaroo tendon: I have used it in 
the past with some satisfaction, but kangaroo ten- 
don will swell, thicken, and loosen, so why not put 
something on you know will hold the fragments— 
why hesitate about the use of a sterile plate? Then, 
too, we must have trained assistants. There is noth- 
ing more helpful than to have an assistant who is 
well trained and who is able to anticipate the op- 
erator’s needs. 





THE CHOICE OF TREATMENT 
OF FIBROIDS OF THE 
UTERUS 


JOHN T. MOORE, A.M., M.D. 
Houston, Texas. 


(Read before the New Mexico Medical Society, 
at its Fifty-first Annual Meeting, at Roswell, N. M, 
May 18-20, 1933.) 


Fibroid tumors of the uterus are probably 
the commonest form of tumor found in the fe- 
male pelvis. The term “fibroid” is rather loose- 
ly used in connection with these tumors; 
though its wide-spread acceptance and con- 
mon usage have given it a rather definite 
meaning in the designation of the muscle- 
tissue tumors of the uterus. 

CLASSIFICATION 

Two types of myomata have come to be rec- 
ognized, namely, fibromyomata and adenomyo- 
mata. 

These tumors vary greatly in size; they may 
be not more than a few millimeters in diame- 
ter, and then again one finds a tumor con- 
pletely filling the pelvic cavity. Such tumors 
grow by new formation of tissue from within 
and their line of growth apparently follows the 
line of least resistance; thus a tumor may be 
imbedded in the uterine wall, in which in 
stance, from position, it is designated as an 
intramural myoma. As growth proceeds it may 
invade the uterine cavity, coming to lie direct- 
ly beneath the mucosa, in which event it has 
been termed a submucous myoma; again, it 
may extend toward the surface of the uterus, 
lying beneath the peritoneum, from whence it 
derives the name subserous. The subserous of 
peritoneal may be found connected to the 
uterus by a very narrow stalk, the pedunculat- 
ed myoma. Those growing into the uterine 
cavity, originally submucous fibroid, may be 
pedunculated and even extruded through the 





ICINE 


od it in 
oo ten- 
not put 
nents— 
’ Then, 
Ss noth- 
who is 
the op- 


ENT 


DECEMBER, 1933 


external os and still attached by the pedicle. 
When the tumors extend into and between the 
broad ligaments, they are frequently designat- 
ed as intraligamentous. 

One of the most interesting phenomena in 
connection with these tumors is the forma- 
tion of vascular adhesions between the tumor 
and neighboring organs; occasionally the sub- 
serous myoma becomes entirely dependent for 
its blood supply upon the adjacent organ, and 
at times it may be entirely separated from the 
uterus, and is then known as a parasitic my- 
oma, 

Many of our operators cast aside these tu- 
mors without any effort to determine their 
type. Each tumor should be carefully section- 
ed upon its removal and examined to see ex- 
actly with what you are dealing. 


HISTOLOGY 

A short reference is to be made to histology 
of fibroids, since one can hardly discuss treat- 
ment without referring somewhat to their 
minute structure. Grossly, these tumors are 
found to be dense hard masses. Due to their 
poor vascularity, they appear whitish in color, 
sharply demarcated from the reddish gray of 
the vascular uterine musculature. 

Microscopically, they are composed of 
smooth muscle fibers arranged in parallel rows 
which are interwoven in every direction and 
imbedded in an abundant connective-tissue 
stroma bearing the blood vessels. The latter 
are much more numefous and distinct toward 
the periphery of the tumor. As these tumors 
increase in size, they obtain the greater part of 
their blood supply from the periphery. It is 
therefore not unusual to find calcification or 
necrosis taking place in these tumors. Great 
cavities filled with brownish necrotic tissue 
and fluid are often found. 

What has just been said refers to the fi- 
bromyoma. The adenomyoma has always been 
of interest largely because of the discussions 
that have been carried on relative to its origin. 
These usually occur at the angle of the uterus 
where the tube enters, and occasionally in the 
tube itself or the round ligament. These are 
peculiar in that they contain epithelial-lined 
glandular structures, thus giving us the term 
adenomyoma. Von Recklinghausen attributed 
them to misplaced rudiments of the Wolffian 
body. Meyer, Lockstaedt, and others believed 
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such tumors might arise from the inclusion of 
uterine glands in the muscle mass. More re- 
cently Cullen has been able to demonstrate 
that it was possible to trace the continuity of 
the uterine mucosa with the glands of the tu- 
mor. This seems definitely to settle their or- 
igin. Aside from the presence of adenomatous 
tissue, the histological picture is much the 
same. This type is said by Cullen to occur in 
about 6 per cent of all fibroids of the uterus. 
Fibroids are found to occur in about 20 per 
cent of all women, no race being immune. In 
the negro woman they occur even more fre- 
quently. As to age, the tumor seems to be in- 
fluenced in its growth by the menstrual, or 
child-bearing, function; hence, myomata are 
more often found between the ages of twenty- 
five and forty, though they may occur at any 
age. As referred to above, women with negro 
blood seem in some manner to be predisposed 
to myomata, so that it is taught that race, as a 
predisposing factor, must be considered. Those 
of us who have practised in this part of the 
country feel that this teaching is correct. 


SYMPTOMS 

The smaller grpwths as a rule give rise to no 
symptoms, and consequently require only to 
be kept under observation. The patient should 
be assured that the tumor is causing no trou- 
ble. The rapidity of growth should be noted, 
its position and its effect upon the menstrual 
periods, observed. I sometimes feel that these 
small tumors, when discovered, should be 
noted on our history sheet without telling the 
patient about it at all. There is, however, a 
danger lurking around. Some other docton 
may make this discovery and make a great to 
do over it, thus leaving you in a dangerous 
position. Tact here must be used, as the pru- 
dent handling of the patient—not the small tu- 
mor—is a part of the treatment. 


As these tumors grow, certain degenerative 
changes take place. As noted above, because 
of the paucity of blood at the central portion of 
the tumor it is apt to undergo either hyaline 
change or calcification, or the myoma may be- 
come necrotic, with resultant inflammatory 
change. This change often causes dense adhe- 
sions to be formed to neighboring structures, 
making the problem of removal or treatment 
difficult and sometimes impossible, when, 
without these changes, it might have been a 
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simple surgical procedure. This degenerative 
putrefying tissue may give rise to absorption, 
causing cachexia and anemia. At the climac- 
teric, the tumor may atrophy sufficiently to 
relieve any pre-existing pressure symptoms. It 
was taught some time ago that, if a woman 
could be tided over until the menopause, fi- 
broid tumors would retrogress sufficiently so 
that they would require no treatment. Again, 
the removal of the ovaries was taught as a cure 
for quite a long time, but this was found to be 
ineffectual in most cases. 

Hemorrhage is by far the most common 
symptom complained of. At times this is of ex- 
treme severity, resulting in profound anemia. 
Here the tumor is usually submucous, the 
uterine mucosa having been eroded through, 
resulting in hemorrhage. The hemorrhage 
might be noted as an excessive flow at the 
period, flow between periods, or a continuous 
bleeding. 

Pressure symptoms often result from the 
large size of the growth, or from its position. 
Again, one not infrequently sees enormous 
growths that have given very little disturb- 
ance. Often a “feeling of fulness” is described, 
or constipation may be caused by the growth. 
Frequency of urination is often mentioned by 
the patient, as a result of pressure on the urin- 
ary bladder, but this is rare. There may be 
symptoms from pressure on one or both ure- 
ters. Of the symptoms mentioned, bleeding is 
that which usually prompts the patient to con- 
sult her physician. 

One should perhaps discuss thoroughly the 
influence of these growths upon the ovary. 
There is, no doubt, a very important inter- 
relationship between the uterus and the ova- 
ries. This must be kept constantly in mind by 
the. gynecologist when treating these patients, 
but such a discussion is beyond the scope of 
this paper. 

In addition to the growth changes noted 
above, hyaline degeneration and calcification 
must be noted. 

So-called malignant degeneration, though a 
rarity, is sometimes seen. Malignant change 
probably occurs in less than one per cent. 
This, from the nature of the fibroid, may 
be either a carcinomatous or a sarcomatous 
change. Strictly speaking, malignant tumors 
are not degeneratoins, but a new growth in 
the presence of degenerative changes. 
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TREATMENT 

In taking up the treatment of fibroids of the 
uterus, there are many things to be considered 
before making a choice of the method. It is 
proposed now to enter upon a discussion of the 
treatment of those most commonly met in 
practice. 

The size and position of the fibroid in the 
uterus, body, or cervix, and the type—sub- 
serous, intra-mural or submucous—must be 
determined before the method of treatment is 
decided upon. Nor must one lose sight of the 
physical condition of the patient as an opera- 
tive risk. 

If we have fibroids intramurally located and 
the uterus is not larger than a three-months’ 
or four-months’ pregnancy, then radium and 
x-ray may be considered as applicable. At this 
point the question of childbearing must be 
considered. In young women who desire to 
bear children, they and their husbands should 
help decide the matter, under the guidance of 
the doctor, who presents the issues in a fair 
and open way. 

The age of thirty-five seems to have been 
settled upon as the upper age limit for recon- 
struction operations for the purpose of giving 
the chance for childbearing. 

A careful reconstruction of the uterus after 
myomectomy has given many a woman the 
chance of motherhood and I can see no ob- 
jections, at this stage of medical science, to ex- 
tending the age beyond thirty-five if the wom- 
an desires it. It is rernarkable what can be 
done to save a fibroid uterus by a carefully 
planned operation for the removal of tumors 
and the restoration of the uterus. Of course, 
one naturally thinks of the difference in risk 
to the patient in a myomectomy or hysterec- 
tomy. 

In the earlier days of operation upon the fi- 
broid uterus, a hysterectomy was by far the 
safer, but with a better technic and more skil- 
ful surgeons, myomectomy and restoration of 
the uterus is now about as safe as the former. 
There are a few cases, however, that are read- 
ily seen to offer but little chance of saving the 
uterus for childbearing. Of course, if the tubes 
are functionless, then a hysterectomy would 
be the operation of choice. a 

As an example of what one can do to give 
a woman a chance to bear a child, the follow- 
ing case is given: 
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No. 3706, Mrs. M. H., a woman 27 years of age; 
rather fat; painful and too frequent menstruation; 
married 13 months—no pregnancy! very anxious 
for a child. Examination June 18, 1921, showed 
rather large fibroids of the uterus. Operation was 
done July 2, 1921, removing the tumors. As one of 
these tumors was well within the cervical segment, 
a myomectomy did not seem very promising, but 
the tumors were removed and the uterus carefully 
repaired, or reconstructed. 


A beautiful little girl was born September 13, 
1923, two years and two months after the opera- 
tion was performed. 

One feels that such an event justifies taking 
some further risk for the chance of such a ben- 
ediction, where the parents desire it. 


This woman has been pregnant since; she 
was examined by me July 28, 1930, and found 
to be pregnant about six months. She later 
gave birth to a full-term baby in November. 
1930, though it was born dead. 

Radium and x-ray have a distinct and valu- 
able place in the treatment of fibroids of the 
uterus that are not too large and are of the 
interstitial type. 

I have had this experience with some cases 
with fibroids that have had radiation: the pa- 
tient would have had excellent results had not 
some doctor told the patient that nothing ex- 
cept an operation for removal would ever re- 
lieve her. This idea having been implanted in 
the patient’s mind, she has become so obsessed 
that an operation for removal becomes neces- 
sary in order to get complete relief of her pain 
and other symptoms which depend largely up- 
on her nervous condition. Faith here is an im- 
portant element in the restoration of health. 

Submucous and subperitoneal tumors should 
not be treated with radium or x-ray. It is bet- 
ter to remove them by surgery. One may 
usually count upon a tumor being submucous 
where there is much bleeding. This may be 
settled by a test curettage. A surgical removal 
can, in many cases, be done by a hysterotomy. 

Many of the cases of fibroids are found to be 
multiple and of different types, in the same 
uterus. Here judgment has to be used to de- 
termine whether to attempt their removal 
through the vagina by a combined hysterotomy 
and myomectomy. If the tumors are small, one 
tan do a good operation per vaginam, but if 
the tumors are large, an abdominal operation 
would be better. 

Radium and x-ray should not be used where 
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degeneration of the tumor is suspected, as a 
further degeneration is produced, with grave 
dangers of sepsis and absorption from the de- 
composing tumor. 

Radium and x-ray should not be used in 
cases where there is evidence of disease of the 
adnexa (such as old inflammatory conditions, 
cystic ovaries, pus tubes, and so forth). 

Then, we have for consideration a group of 
cases that are poor operative risks on account 
of heart and kidney disease, or through loss of 
much blood; these are more suitable for radium 
and x-ray, provided there are no conditions to 
contra-indicate their use, as mentioned above. 
In cases of hemorrhage many of these cases 
can be made goog operative risks by the use of 
radium; then operate later, when the blood 
condition warrants it. 


The various degenerative changes in fibroids 
demand operative treatment, preferably hys- 
terectomy. A fibroid that has undergone cal- 
careous degeneration should not be radiated; 
it ought to be removed by operation. Fibroids 
that show themselves to be definitely soft are 
usually found to be undergoing degeneration. 
If the patient is running a temperature above 
normal with this condition of the fibroid pres- 
ent, it is apt to be highly infective and should 
not be cut into when operating—a hysterec- 
tomy had better be done, getting well around 
the degenerating growth. 


I once saw a surgeon cut into one of these, 
against the advice of his associate, and the pa- 
tient came near losing her life from infection. 

I feel that some discussion should be made 
of the question whether a complete hysterec- 
tomy or a supravaginal operation should be 
done. 

I think, if a surgeon is well trained in doing 
pelvic work, he could make the hysterectomy 
complete with little more danger than to do a 
supravaginal removal. In the hands of the 
average surgeon, a supravaginal hysterectomy 
would be a safer procedure. The principal 
argument for a complete hysterectomy is that 
malignancy may develop in the cervix which 
is left. This is so infrequent that the risk of 
death is greater from operation than it would 
be were the cervix left to become cancerous. 

Then, again, the woman is left with a far 
better support and is in a better condition of 
health, as a rule, by leaving the cervix. The 
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remaining cervix can be handled by other 
methods just as safe as removal. 

Where the cervix is left, the mucous mem- 
brane can be destroyed by the cautery, or by 
coring it out at the time of the operation. Or, 
if one has access ‘to radium, it can be placed 
within the cervix for a sufficient time to de- 
stroy the epithelial elements and thus lessen 
the development of cancer within the stump. 


I am showing one of my cases that devel- 
oped an epithelioma several years after a su- 
pravaginal hysterectomy. The usual supra- 
vaginal hysterectomy was done without doing 
anything to the cervix, as suggested above. 


Case No. 2313, Mrs. McA., age 33, wife of a phy- 
sician, with two children, came tg see me October 
17, 1921, complaining of lump in lower abdomen 
and excessive bleeding at each menstrual period. 
Period every twenty-eight days, lasts nine days, 
with much flow and no pain. 

At examination, a tumor of nodular character, 
about the size of a five-months’ pregnancy, was 
made out. Advised operation A supravaginal hys- 
terectomy was done February 27, 1922. The patient 
was seen by me May 28, 1925, and was found to be 
in fine health in every way. 

On September 26, 1931, she came to see me about 
a little bloody discharge and 25 mg. of radium was 
applied, for 22 hours. She seemed to remain well 
but when she came to see me April 20, 1932, I dis- 
covered, upon probing the cervical canal, that she 
bled a little. On April 21, 1932, a piece of the 
cervex was excised. This tissue showed it to be a 
souamous cell epithelioma of the cervix. Forty-five 
mg. of radium was applied ,two needles of 10 mg. 
each were applied directly in site of excised area 

_ and 25 mg. within the cervical canal, for 32 hours. 
I again applied radium September 9, 1932—25 mg. 
within the cervix for 26 hours. 

Examination November 5, 1932, shows no evidence 
of the growth as the parts appear nicely healed. 


This case is one illustrating the development 
of cancer in a non-malignant uterus where the 
cervix was left behind without the cancer- 
bearing part being removed. Statistics seem 
to show this taking place in about two per cent 
of the cases following supravaginal hysterec- 
tomy, whether for fibroids of the uterus or for 
other conditions requiring hysterectomy. 

I wish also to give an example of the danger 
of a transplant of a cancer to the cervix from 
a carcinomatous fibroid uterus, showing the 
imnortance of either doing a panhysterectomy 
or treating the cervix as I do now routinely. 

Case No. 8494, Mrs. T., age 57, mother of six 


children—youngest 21. Weight, 202 lbs.; Hb 85 per 
cent; much sugar in the urine; BP 220/100; some 
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swelling of the feet and legs. Began having hem- 
orrhages from the uterus; was curetted in 1923; 
specimen sent to pathologist who reported nothing 
malignant. Three weeks before consulting me, De- 
cember 11, 1928, began to have severe bleeding. 

I advised a test curettage, which was negative for 
malignancy; 2600 mg. hours of radium was given. 

This patient did well until about July 1, 1929, 
when bleeding began again. I decided to remove 
the large fibroid uterus, as her general condition 
seemed to warrant it. This was done July 6, 1929. 
She stood the operation very well, and continued to 
get along nicely. 

The large fibroid and uterus were not sectioned 
until after the patient went to her room. The rule 
should be to have these tumors sectioned immedi- 
ately they are out, by someone competent. The 
surgeon should see the section, by all means, 

We were astonished to find, up in the right 
fornix, a well-defined adenocarcinoma which the 
curette had not reached, as it was in behind an ele- 
vation cause by one of the submucous fibroids. 

Nothing was done further, hoping that the cervix 
would escape. 

The natient was asked to return for examination, 
but I did not see her until September 5, 1930, when 
she came back for bleeding from the vagina. Upon 
examination, I found a growth within the cervix, 
an adenocarcinoma. 

On November 11, 1930, I discovered upon exam- 
ination, evidence of the growth in upper and left 
side of the vault of the vagina. 

Repeated radiation was given, but the patient 
died from general metastasis, January 19, 1932. 

While all of this might have happened any- 
way, yet I feel that our usual technic would 
have given a better result. 

Submucous fibroids of very small size may 

cause very severe bleeding. They act by their 
location, to cause bleeding from the site of the 
tumor, and, in addition, the presence of the 
tumor reacts upon the ovary to stimulate a 
greater activity of that organ. 
Pain, which is always of so much importance 
to the patient, is not very important to the doc- 
tor in diagnosing fibroids; it is more likely to 
indicate an inflammatory condition in the pel- 
vis than fibroids in the uterus. 

Nervous svmptoms may present themselves 
after the tumor is large, or is located in such a 
nosition that it is definitely fixed in the pelvis. 

A woman of any age, presenting herself with 
a natholosical hemorrhage, must be studied 
sufficiently well to arrive at the definite dias- 
nosis as to the cause of the hemorrhage. She 
must be examined and the matter settled. Pro- 
crastination in the case must not be permitted. 
Don’t prescribe and say we will examine her 
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later; examine the case and make a diagnosis. 

Cancer of the uterus or cervix is possible in 
g a woman of any age with fibroids, but is more 
- [likely in those past thirty-five. The two con- 
ditions may exist together, as shown in one of 
© four cases just recited. 

Make sure there is no cancer. The presence 
of a fibroid is fairly easily made out in a good 
nm | pelvic examination, but don’t stop here. Make 
9. out, if you can, the type of the tumor and then, 
to | before deciding exactly your course, examine 

under an anesthetic and do a test curettage to 
“ exclude the presence of cancer and to make 
j- out more definitely the type of fibroid present. 
ne | This ought to be done, no matter what the line 
of treatment is to be. 


ht SARCOMA AND CARCINOMA 
he Reference has been made to the presence of 
€- Imalignancy associated with fibroids of the 
ix uterus. 

Fortunately, fibroids do not often undergo 
m, Jmalignant change. This does, however, occur 
en fin a certain proportion of cases; hence, the 
“% need of its discussion here. 

: As one would expect, only sarcomata could 
m- {develop from a fibroid tumor, as it is made up 
eft Jof fibrous and muscular tissue. Many surgeons 

hold this possibility of sarcomatous change in 
ent Ifibroids as a great danger, and they therefore 
i. advocate their early removal in all cases. 
ald Where a sarcomatous change is suspected, 
or is found, then a complete removal by hys- 
say |erectomy should be done, followed by deep 
woe x-ray treatment. 
the | Carcinoma of the adenocarcinomatous type 




















is of more frequent occurrence in association 
with fibroids. These of course develop from 
the endometrial tissues and are not a part of 
the degenerative change in the fibroid. The 
fibroid tumor may have a tendency to stimu- 
late such a change in the endothelial tissues; 
ne might consider the tumor as being an irri- 
tive influence, and the submucous type 
ould probably be among those most frequent- 
y showing carcinomatous change. 

I feel that many of these growing within the 
dus of the uterus could be cured by radium 
it could be properly placed. In such cases 
diation, preferably by radium, in sufficient 
osage and then hysterectomy within two or 
ee weeks after, would be the method of 
hoice. 

Hysterectomy in these cases of fibroids and 
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malignancy has given such good results that I 
presume many would contend for the opera- 
tion. 

The combination is bound to give more 
cures than by operation alone. 

DISCUSSION 

DR. H. A. MILLER, Clovis, N. M., (opening): Dr. 
Moore’s paper has been most interesting. The indi- 
cations he gives us for surgery and irradiation are 
very well defined. We realize that, in certain 
fibroid conditions, radium is absolutely contra- 
indicated. The paper was well presented and is 
very instructive. 

DR. J. W. HENDRICK, (Amarillo, Texas) One of 
the greatest values of this paper is that Dr. Moore 
is one of Texas’ oldest and most useful surgeons. 
He evaluates the condition present and administers 
whatever treatment is best, whether it is surgery, 
in which he has been so well trained, or with 
x-ray or radium. Each type of case is individual- 
ized, and so with his treatment. 

Another thing that has impressed me is that he 
is a pathologist and has developed pathology along 
with his surgery. Some years ago I was taking a 
state board examination in an eastern state and 
there was a question relating to a tumor of the 
jaw. After I had turned in my paper, I asked the 
examiner just what was meant, and he said, “I am 
a surgeon, I do not know anything about path- 
ology.” Dr. D. F. Jones of Boston used to tell us that 
the first thing a surgeon should know is pathology. 

The essayist discussed the subject so well there 
are very few points left to discuss. I think there 
should be a clear distinction between a submucous 
fibroid which is causing symptoms and a carcinoma 
of the body of the uterus. A diagnostic curette- 
ment should be done, and if a malignancy is found, 
appropriate treatment should be instituted imme- 
diately. Occasionally we have fibroids in young 
women, and we send them to our x-ray men for 
radiation therapy, and they are able to bear chil- 
dren later. 

In case of an elderly individual with a fibroid 
that is not too large and with degeneration present 
within the fibroid, irradiation therapy is contra- 
indicated. I prefer to do a vaginal hysterectomy, 
provided a good relaxed perineum is present. 

Vaginal hysterectomy has a definite place in the 
management of these cases, as it can be done in a 
very few minutes, with very little shock to the 
patient, and will leave the patient with a very good 
pelvic floor. If there is no contra-indication, spinal 
anesthesia is the anesthestic of choice. 

I would appreciate it if Dr. Moore would discuss 
the management of fibroids that are encountered 
during the child-bearing period, which would pro- 
duce an obstruction to delivery. 

Often there is some little difficulty in making a 
diagnosis between a fibroid that is soft and under- 
going degeneration and an early pregnancy. The 
Aschheim-Zondek pregnancy test is of distince val- 
ue. It is very reliable; also easy to make. 
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DR. J. W. CATHCART, (El Paso, Texas): It has 
been a great pleasure to me to listen to Dr. Moore’s 
paper, because so many times we hear this subject 
of fibroids presented from the viewpoint of the 
surgeon or radiotherapist. Dr. Moore has present- 
ed a well-balanced paper and it teaches us that we 
must come to a point where there is closer coopera- 
tion between the radiotherapist and the surgeon. In 
too many instances, the surgeon is leaning over into 
the field where radium is more suitable than sur- 
gery. I prefer to call the uterus of normal size 
and position at the menopausal age, that bleeds 
profusely every two or three weeks and continues to 
run down the hemoglobin, a fibrous uterus and to 
distinguish it from the fibromyoma. To me it 
seems wrong to do surgery on these. Sometimes I 
take a case slightly above the normal limits to be 
treated with surgery. I think men doing radium 
work are, possibly, a little more careful in their his- 
tories. A woman goes into a surgeon’s office, he 
finds she has a history of bleeding, has fibroids, 
so he sends her to the hospital and operates upon 
her. In about ten days-he wants radium put into 
the cervical stump, having found he was dealing 
with a cancer. Had he gone back and taken the 
history, he would have found the menstrual period 
failed to close off promptly, there was a terrible 
odor and all the characteristic signs of malignancy, 
which were overlooked because the patient had a 
fibroid and the conclusion was drawn that it was 
a surgical case. 


DR. L. O. DUTTON (El Paso): There is one point 
I should like to emphasize. Having been the pathol- 
ogist ina 200-bed hospital for eight years, I have 
seen a good many surgeons work; and the surgeon 
who is a pathologist is the best surgeon. Unlike 
Dr. Moore’s experience, my effort was to get the 
surgeon to brush up on his pathology — to see 
what was there and note what he saw. Many sur- 
geons do not think about that. Certainly there is 
no doubt but that surgical judgment rests upon a 
_ fundamental knowledge of pathology. 


DR. J. MOTT RAWLINGS, (El Paso, Texas): I 
should like to say how very much I have enjoyed Dr. 
Moore’s paper, especially as he realizes the necessity 
for pathology. The surgeon must know his path- 
ology. If the surgeon could make the pathologist be 
in the room with him and render him a frozen-pic- 
ture diagnosis before he closed up the opening, it 
would increase his diagnostic perception immensely. 

“In extensive fibroids showing early degeneration 
grossly, there is nearly always on microscopic ex- 
amination the appearance of early sarcoma. I 
should like to ask Dr. Moore as to the role of the 
endocrines in the possible formation of fibroids. 

DR. MOORE (closing): I certainly appreciate 
words. I have not gotten beyond the stage where I 
like to hear words of appreciation when they can be 
spoken. The case of the stout woman I referred to 
in the paper as having diabetes and hemorrhages 
from very large fibroids, illustrates the type of case 
in which, no matter how thoroughly you may do a 
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curettage as a test procedure, you may overlook a 
carcinoma. In this particular case, we found, after 
we had sectioned the tumor at the operation, that 
there was a bulging in the uterus, a fibroid that 
we curetted over, but, just in behind it and above 
it, was the origin of the adenocarcinoma. I refer 
to that as illustrating the necessity of a surgeon’s 
seeing exactly what he has when he has done a 
hysterectomy. If I had looked at this specimen, I 
would have done a panhysterectomy. I told you 
this case illustrated a transplant to the cervix from 
the fundus and a transplant to the vagina from 
the cervix. The patient died from metastases from 
the transplants. I feel sure of it, because carci- 
noma of the fundus rarely metasizes until it breaks 
through the serous coat. Of course, this brings in 
the immediate discussion as to the desirability of 
using radium in uterine fibroids where they are 
small and there is a carcinoma of the fundus. I 
am now convinced, after having had some experi- 
ence in giving radium as a pre-operative measure, 
that the idea that you can use radium and postpone 
operation and later do a hysterectomy, is meritori- 
ous. The mortality in hysterectomy is low in good 
hands and nearly all of these cases of sarcoma of 
the fundus are cured by hysterectomy. 


Reference was made to the diagnostic curettage. 
That is a measure that is one of the most impor- 
tant that I know anything about. A very prom- 
inent surgeon and teacher of surgery said, “Take 
the little spoon curette, pass it up into the uterus 
and bring down some tissue so as to determine 
whether you have cancer or not.” Now, you cannot 
do it that way. You have to get scrapings from all 
parts within the uterus. In other words, lay out 
the land, then plow it out; i.e., you must do as the 
farmer does, go down this side and go up the other 
side and continue until you have it plowed out. It 
takes a highly trained man to do this; you cannot 
turn this kind of work over to an interne. After 
experience, you can curette.a uterus completely if 
there is no obstacle in way. If fibroids are imping- 
ing in the cavity of the uterus, there are parts you 
will not be able to get to at all. 


I am so glad to hear the references made to 
pathology and to see that we have a group of 
pathologists here. I was something of a path- 
ologist. before I undertook to do surgery and I 
want to emphasize that the surgeon must be 4 
pathologist, and, in addition, he should have a 
highly trained pathologist associated with him. For 
years I have had Dr. M. A. Wood, one of the best 
pathologists in Texas, side by side with me all the 
time. A man can never become the pathologist 
that the surgeon needs unless he goes with the 
surgeon and sits with him in the operating room. 
The pathologist who sits on his stool in his labor- 
atory can never get the surgeon’s view point in 
pathology. He needs to go with him and be with 
him when he operates. The internist and pediatri- 
cian need to do that too. One cannot learn these 
things by hearing them talked about, one must 
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see how they look in the human being while they 
are fresh. 

In regard to cervical fibroids, I think one should 
train himself to do vaginal operations. 

Pryor of New York did nearly all of his work by 
the vaginal route. Chanta of Vienna did every- 
thing practically per vaginam. Some of our in- 
ternes have told me that they had never seen a 
vaginal hysterectomy. Many fibroids can be re- 
moved by the vagina without destroying the uterus. 
Fibroids and pregnancy are frequently associated 
and may be overlooked. Dr. Cathcart spoke of the 
fibrous type of uterus. That is a condition not re- 
lated to fibroids, being a different condition en- 
tirely, and is, I think, what we call hyperplasia. 
They bleed excessively in some cases. We used to 
remove the uterus, as bleeding returned in many 
cases. Radium is ideal in this type of case, with- 
out hysterectomy. 

Mention was made of the uterus, being of some 
functional value in addition to its being a support. 
Iam sure of this and its presence is of great value. 
You can never make a support equal to the support 
you had. I am not very well informed in endocrine 
knowledge, but there are many operations being 
done by men now that never ought to be done. 
There are many cases which should have endocrine 
treatment. Our doctors need to learn the under- 
lying principles of these things, because there are 
so many women who would be helped by this line 
of treatment. 

In conclusion, I am a surgeon and like to oper- 
ate, but I am not one of those who believe we 
should take out every fibroid of the uterus. I never 
tell patients that there is great danger of fibroid 
becoming a cancer; I feel that is wrong. I thank 
you very much. 





EXOPHTHALMIC GOITER — DI- 
AGNOSIS AND MANAGEMENT 





JAMES W. HENDRICK, M. D. 
Amarillo, Texas. 





(Read before the New Mexico Medical Society, at 
its Fifty-First Annual Meeting, at Roswell, N. M., 
May 18-20, 1933.) 





Exophthalmic goiter, or Graves’ disease, occurs 
much more frequently than is generally supposed. 
Most writers are of the opinion that it is on the in- 
crease. That, no doubt, is a fact, but a greater num- 
ber of cases are being recognized now than were for- 
meriy, owing to better diagnostic methods. It is 
found in the same geographical zones as the goiter 
of puberty, but sporadic cases are observed through- 
out the world. A small percentage of the cases give 
a history of having had a juvenile or adolescent goi- 
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ter. There seems to be a predisposition for certain 
families, and those families have an unstable auto- 
nomic nervous system. I have under my care a ma- 
ternal grandmother, mother, and daughter, all of 
whom have had thyroidectomies for Graves’ disease. 


From all clinical observations, the disease is evi- 
dently a dysthyroidism, that is, the secretion is qual- 
itatively abnormal and excessive in amount. Not all 
of the symptoms of Graves’ disease can be produced 
by administering large amounts of thyroid extract, 
or thyroxin; but in the case of toxic adenoma, which 
is purely a hyperthyroidism, the symptoms can be 
produced at will. It is evidently an iodine-deficiency 
disease. In 1915 Kendall found that iodine was pres- 
ent in the thyroid gland in two organic combina- 
tions, A and B. The former is insoluble in acid, is 
physiologically active, and contains about 10 per 
cent iodine. In hyperplastic glands (Graves’- dis- 
ease), only one-twentieth is present as compared 
with normal glands. The B combination is acid, sol- 
uble, and inactive. Plummer believes that the nor- 
mal hormone, thyroxin, is not completely iodized; 
and that the incomplete thyroxin as it leaves the 
gland enters catabolic reaction faster than the nor- 
mal stable moivcule, and, therefore, raises the meta- 
bolic rate more rapidly. 


Pregnancy, acute infections—as tonsillitis, quinsy, 
influenza—physical strain, and mental shock ‘seem 
to act as predisposing factors in causing the onset of 
the disease. A large percentage of the cases date the 
onset of their nervousness and palpitation to- an 
acute infection. This is associated so often that it 
is believed to be more than a mere coincidence. Men- 
tal shock apparently accounts for many cases. Re- 
cently, I saw a very severe case of Graves’ disease 
that developed following an automobile accident. 
The patient was injured so severely that she was 
forced to remain in the hospital for a period of three 
Six weeks after the accident, she had allt 
the cardinal symptoms of the disease, with a basal 


months. 


metabolic rate of plus 66. Physical and mental strain 
appear in the etiology of many cases. The house- 
wife who does all of her work and has the care of 
her family unassisted, drudging from morning until 
night with little respite from her duties, and those 
with occupations involving a mental strain, such as 
stenographers, telephone operators, 


prone to be affected. 


teachers, are 

Crile has summed up in a most artistic and illus- 
trative manner the mechanism of hyperthyroidism: 
“Hyperthyroidism is a state of hyperpermeability of 
all of the cells of the organism. This hyperpermeabil- 
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ity of all of the cells of the organism at once ac- 
counts for the symptoms of this condition. It ac- 
counts for the rapid development of the body and 
the mind in children with hyperthyroidism, just 
as it accounts for the accelerated differentiation in 
tadpoles to which thyroid tissue has been fed. It ac- 
counts for increased metabolism. 


“The membranes of the cells of the organs of the 
body, being more permeable, are correspondingly 
more easily stimulated; the nerve cells are equally 
sensitized, and having an increased oxidation, are 


easily stimulated, these conditions accounting for the 


abnormal responsiveness to stimuli of all kinds, for 
the increased appetite and the activity of the di- 
gestive organism, for the soft, moist skin, the in- 
creased circulation and sweating, the increased acuity 
of vision, the abnormally acute hearing and sensi- 
tiveness to touch, taste, and smell.” 

Tachycardia, palpitation, and dyspnea are among 
the first subjective symptoms observed by the pa- 
tient. It frequently happens that patients are treat- 
ed for varied lengths of time for “heart trouble,” 
when hyperthyroidism is the etiological factor. In 
Graves’ disease the pulse rate is markedly accelerated, 
varying from 90 to 150. It is accelerated during the 
entire twenty-four hours, and, as a rule, is faster 
during the mornings, which will help to differenti- 
ate it from the rapid pulse of other types of cardiac 
diseases, 

The pulse rate will keep pace with the basal met- 
abolic rate, since an increase in the basal metabolic 
rate signifies that the rate of oxidation is increasing, 
so that the blood must furnish more oxygen to the 
tissues. That duty will cause the heart to beat more 
. rapidly, and, even when the patient is at rest, the 
pulse is quite rapid. If the individual performs any 
muscular task, which will require a further increase 
in oxidation, palpitation and dyspnea are readily not- 
ed. 

If the toxicity is permitted to continue and the 
heart is required to perform the extra duty, cardiac 
hypertrophy will develop, and, eventually, cardiac 
degeneration will ensue. Periodic attacks of auricu- 
lar fibrillation will develop, as the myocardium is 
further damaged. Later, permanent auricular fibril- 
lation results, and signs of congestive heart failure 
appear, with edema, pulmonary congestion, and 
orthopnea. 

As the hyperthyroidism develops, alternations are 
noted in the blood pressure findings. The systolic 
pressure will often rise from 140 to 180 or 190 mm. 
of mercury; the diastolic pressure will remain at the 
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normal level, or slightly below. Therefore, there is 
a marked increase in the pulse pressure, which may 
be from 60 to 100 mm. Aortic insufficiency is the 
only other condition which gives that much pulse 
pressure. 

Cardiac degeneration, whose etiological factor is 
thyroidism, quickly regains compensation following 
thyroidectomy. Auricular fibrillation is found in 
about 15 per cent of the cases of hyperthyroidism. 
About one-half of the cases with fibrillation develop 
a normal rhythm within ten days following thy- 
roidectomy. Many of the other cases become normal 
after a varying period of time. 

The skin also receives part of the brunt of the un- 
stable vegetative nervous system. Hyperhidrosis is 
a constant factor and appears early. The skin is soft, 
thin, warm, and moist; often dermographia and vio- 
lent flushing are observed on the neck and face. 
Localized pigment changes are frequently observed 
around the eyelids. A generalized pigmentation in 
patients with marked cardiac decompensation has 
been reported by some writers. 


Hyperthyroidism early produces a disturbance of 
the voluntary muscular system. Muscular weakness 
and digital tremor may be noted before other symp- 
toms make their appearance. The patient complains 
of a muscle weakness of the arms and legs. A test 
devised by Dr. F. H. Lahey is of importance in test- 
ing the muscular strength. The patient sits forward 
on a stool and raises his leg to a horizontal position, 


with the knee extended. A marked strain is put on 


A normal indi- 
vidual can hold that position one-half to two min- 
utes, but the patient with hyperthyroidism can main- 


the quadriceps extensor tendon. 


tain it for only approximately twenty seconds. 

There is a fine digital tremor, but often in pro- 
nounced cases, it involves the tongue and whole 
body. The digital tremor is best observed by hav- 
ing the patient stretch the arms away from the 
body, and extend the fingers fully; then place a 
sheet from a prescription pad on each hand, and, if 
a tremor is present, it is easily noted. 

The basal metabolism test is of importance in the 
diagnosis of hyperthyroidism, if it is accurately de- 
termined and proper interpretation is given the find- 
ings. It must be stressed that the basal metabolism 
test is only a link in the diagnostic chain. It would 
seem superfluous to comment on the importance of 
a careful technic. Frequently, cases are seen that 
give a history of having had a very high rate, but, 
after well controlled tests are made, the true basal 
rate is found to be normal. A few diseases other 
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than hyperthyroidism may give an increased basal 
metabolic rate that will vary from plus 30 to plus 
§0, among which are severe arterial hypertension, 
aortic regurgitation, pernicious anemia, and lymph- 
atic leukemia. 

In a small percentage of cases of advanced hyper- 
thyroidism, it is found that the basal metabolic rate 
is normal. The patient: may have all the cardinal 
symptoms, but repeated tests are not found to be 
elevated. It may be, as: Clute has stated, that these 
individuals have a very low rate during health. 

Exophthalmic goiter tends to progress in cycles, 
and at times there may be exacerbations and remis- 
sions. During the exacerbations, all of the symp- 
toms are pronounced; the pulse rate may reach 175 
to 200, and attacks of vomiting and diarrhea ensue. 
During the remission, there is a quiescence of the 
symptoms. If the basal rate is taken during the time 
of quiescence, it may be found to be within normal 
limits, or the remission may have been produced by 
the patient’s taking iodine. If the patient has taken 
iodine over any period of time, the basal metabolism 
test is of minor importance. 

Eye signs are the least constant of all thyroid 
symptoms, but, when present, are pathognomonic of 
exophthalmic goiter. Larval cases may exist for a 
year or more before any of the eye signs appear. 

Exophthalmus, or prominence of the eyes, is one 
of the first signs to appear. It is usually first noticed 
by friends or relatives. Since many people have 
prominent eyes, and also certain diseases accentuate 
prominence in others, too much importance should 
not be assigned to it unless other symptoms are pres- 
ent. However, the exophthalmus may become so 
prominent that ulceration of the cornea results. Uni- 
lateral exophthalmus occurs in about 10 per cent of 
the cases, and is sometimes mistaken for orbital tu- 
mor. Exophthalmus is the last of the symptoms to 
disappear following thyroidectomy. 

Widening of the palpebral fissure, or Dalrymple’s 
sign, appears, as a rule, earlier than the other eye 
symptoms. There is a marked widening of the pal- 
pebral fissures which has the appearance of begin- 
ning exophthalmus. It gives the patient a look of 
surprise, and, later, of terror. It is the first of the 
eye signs to disappear following thyroidectomy. 

Lid lag, or Van Grafe’s sign, is the most, constant 
of all the eye signs. It is best detected by having 
the patient gaze at the finger, which is placed above 
the horizontal line of vision, and gradually lower 
the finger. In normal individuals, the lid and eye 
move together, but in case of hyperthyroidism, the 
lid lags or moves in jerks, leaving an area of sclera 
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exposed. This condition is perhaps produced by a 
spasm of the levator palpebral muscle. There are 
several other eye signs, but they are inconstant and 
unimportant, 


A few patients with hyperthyroidism will com- 
plain of joint disturbances. Often the arthritis is so 
severe that it, and not the hyperthyroidism, causes 
the patient to seek medical advice. From a review 
of the literature, the condition is not rare, and ex- 
cellent results have been obtained following thy- 
roidectomy. The histories of two cases will exem- 
plify the findings: 

CASE NO. 1. Mrs. A., age 38, married, house- 
wife: May 18, 1931. 


Present Complaint: Excrutiating pain in left 
shoulder, left elbow, right ankle, right knee; pal- 
pitation; nervousness; weakness; exhaustion; and 
loss of weight. 

History: About one year ago patient became ex- 
tremely nervous, with attacks of palpitation, sensi- 
tiveness to heat, and loss of 20 pounds in weight, 
although appetite was excessive. Five months later, 
pain developed in the left shoulder and left elbow. 
The patient had tonsillectomy, after which she de- 
veloped pain in the right knee and ankle; she had 
all of her teeth removed, but pain has become grad- 
ually more severe. 

Condition on Admission: Anxious expression, skin 
moist, moderate exophthalmus and stare; thyroid 
enlarged, soft consistency, loud bruit, and visible 
pulsation. Pulse 144, loud systolic murmur over 
whole precordium; blood pressure 148/74; basal 
metabolic rate plus 66; left upper arm abducted 
against the body, with lower arm held in flexed po- 
sition; both shoulder and elbow joints were very 
painful, patient would not permit manipulation; 
right knee and ankle swollen and. tender; and all 
joints were negative from x-ray viewpoint. 

Diagnosis: Graves’ disease. 

After preliminary treatment, patient had thy- 
roidectomy. The condition in the right knee and an- 
kle had disappeared before the patient left the hos- 
pital. Within four months the left shoulder and el- 
bow had returned ‘to normal, except for a limita- 
tion of abduction of the arm. 

CASE NO. 2. White man, age 27, married: July 
27, 1931. 

Present Complaint: Extreme nervousness, palpi- 

tation, loss of weight and strength, hyperhidrosis, 
heat intolerance, and severe arthritis of both wrists 
and hands. 
_ History: Enjoyed good health until seven months 
ago, when the symptoms of hyperthyroidism devel- 
oped. Six weeks ago both wrists and finger joints 
became painful and tender. Later wrists and fin- 
gers were swollen, with limitation of movements. 

Examination: Patient very restless, constantly 
changing glances, skin moist and warm, moderate 
degree of exophthalmus, lid lag, and widening of 
palpebral fissures. Teeth negative; tonsils small, 
embedded; bilateral enlargement of thyroid, con- 
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sistency elastic, no nodules; bruit and thrill present. 


Cardiovascular system: Pulse 122, soft systolic 
murmur over mitral area not transmitted. Blood 
pressure 140/76, transverse dullness 13 cm. Wrists 
and fingers of both hands swollen. X-ray examina- 
tion negative. Blood Wassermann negative. Basal 
metabolic rate plus 56. 

Diagnosis: Graves’ disease. 

After ten days’ preliminary treatment, patient 
had thyroidectomy. The arthritic symptoms became 
very severe for five days following the operation, 
after which they gradually subsided and complete- 
ly disappeared. 

Mild cases of hyperthyroidism are often confused 
with neurocirculatory asthenia. A careful history 
and physical examination are necessary to differen- 


tiate between them. 


Tachycardia is a constant symptom of both con- 
ditions. In hyperthyroidism it is observed while the 
patient is standing or reclining, and is present dur- 
ing the entire twenty-four hours; palpitation is 
noted on exertion, and is a prominent feature. In 
the neurocriculatory asthenic patient, the pulse rate 
may be increased to 150 when the patient is stand- 
ing, but it returns to normal when the patient is in 
the recumbent position. Both the systolic and pulse 
pressures are increased in hyperthyroidism; the op- 
posite is found in neurocirculatory asthenia. 

Often there is an enlargement of the thyroid gland 
in the neurocirculatory asthenic patient, the en- 
largement being diffuse and soft; thrills, pulsations, 
and bruits being absent. 

Neurocirculatory asthenic patients will notice 
slight changes in the temperature. As a rule, they 
are very sensitive to cold; their hands and feet are 
moist and cold, and there may be slight cyanosis of 
the fingers. In hyperthyroidism the skin is thin, 
moist and warm, of fine texture, and dermographia 
may be present. A slight digital tremor is also noted 
in neurocirculatory asthenia, but it is less constant 
and not as fine or forceful as in the hyperthyroid 
case. The patient with hyperthyroidism is optimistic 
and ambitious; is eager to begin the day’s activities, 
only to be stopped by fatigue; has good appetite, but 
has a slight weight loss. The other patient is a pessi- 
mist constantly complains of indefinite pains; is ex- 
hausted before theday begins; has poor appetite; con- 
stipation and various digestive symptoms are noted. 

If Lugol’s solution is administered for a period of 
ten days, the condition of the hyperthyroid patient 
will improve, and there will be an abeyance of the 
symptoms; whereas, no change will be noted in the 
neurocirculatory asthenic patient. 

The Goetsch test will also prove of value. The 
patient is given six minims of 1:1000 adrenalin solu- 





SOUTHWESTERN MEDICINE 


tion hypodermically. If hyperthyroidism is present, 
all of the symptoms will become markedly accentu- 
ated, but there will be no effect on the neurocir- 
culatory asthenic patient. 

Sometimes confusion will arise between larval cas- 
es of hyperthyroidism and incipient cases of pul- 
Breitner called attention to 
the frequency of hyperplasia of the thyroid in cases 
of tuberculosis. Following the World War, there was 
a frightful increase in the incidence of tuberculosis 
among the school children in Vienna, due to malnu- 


monary tuberculosis. 


trition and housing conditions. It was observed that 
most of the young tuberculous patients had a hyper- 
plastic thyroid. In the early stages, there are symp- 
toms that are constant to both diseases, such zs 
nervousness, sweating, flushing of the skin, tachy- 
cardia, and loss of weight. The tuberculous patient, 
however, has a very poor appetite, and a low sys- 
tolic and pulse pressure. The hyperthyroid patient 
has an increase in both the systolic and pulse pres- 
sures, with an excessive appetite. 

Frequently, the patient will have tuberculosis and 
hyperthyroidism. If the hyperthyroidism is removed, 
the patient has a much better opportunity to regain 
his or her health. This is illustrated by the following 
case: 

Miss P., age 27, single. 

Patient had a juvenile goiter as a child at her 
home in Wabash, Indiana. During 1928, she devel- 
oped influenza and, later, pulmonary tuberculosis. 
She was treated at her home until January, 1931, 
at which time she was sent to Albuquerque, New 
Mexico, under the care of Dr. C. C. Davis. The 
chest condition gradually improved, but was never 
arrested to the satisfaction of Dr. Davis. The pa- 
tient was extremely nervous; had attacks of palpi- 
tation; shortness of breath on exertion; very sensi- 
tive to heat; the pulse rate was constantly above 
130; blood pressure 146/86; bilateral enlargement 
of thyroid, consistency firm; prominence of eyes, 
lid lag; and basal metabolic rate of plus 32. 

On March 8, 1932, patient had a thyroidectomy; 
pulse rate 72 ten days after operation. On April! 
21, 1933, Dr. Davis reported as follows: No symp- 
toms of hyperthyroidism; chest condition has grad- 
ually improved since returning here. She has no 
activity in either lung, and a recent x-ray examina- 
tion shows a complete fibrosis. 

Iodine, in the form of Lugol’s solution, is of the 
utmost importance in the management of exophthal- 
mic goiter, if it is used judiciously. On the other 
hand, if it is given promiscuously, it increases the 
mortality to an alarming degree. 

Marine explained the physiological action of iodine 
in producing an involution and a fall of the basal 
metabolic rate in hyperplastic glands. “It is accom- 
plished by a distention of the alveoli with colloid, 
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thus causing an occlusion of the perialveolar lymph- 
atics and capillaries and a pressure retention, which 
temporarily block excretion until the acinar cells 
have accommodated themselves to the pressure and 
the vascular capacity of the alveolar capillaries is 
restored.” 

During the period of involution, there is a marked 
improvement in the patient. The nervousness disap- 
pears; there is a gain in weight; the pulse rate is re- 
duced to within normal limits; hyperhidrosis is not 
so marked; the basal metabolic rate returns to with- 
in normal limits; and a sense of well-being is noted 
by the patient. 

Plummer, observing the effects of involution, in- 
augurated the idea of producing an involution by 
large doses of Lugol’s solution, before the patient 
was operatetd. 

The period of involution lasts from four to six 
weeks, and, if the patient is not operated during 
that time, the symptoms return to their former se- 
verity or worse, even if the Lugol’s solution is given 
to tolerance. The patient is then robbed of his 
chance to be taken safely through an operation, for 
he is then “iodine fast.” 

Lahey, with his vast experience in thyroid work, 
states that in their clinic they have never found a 
frank case of hyperthyroidism that was cured with 
iodine. 

In the borderline cases of Graves’ disease, Lugol’s 
solution will be of value in making a differential 
diagnosis. Lugol’s solution may be given in small 
doses for a period of ten days, and, if there is a 
marked improvement, with a decrease in the pulse 
and basal metabolic rates, with a return of the symp- 
toms after the iodine solution is discontinued, a diag- 
nosis of hyperthyroidism can be definitely estab- 
lished. 

Once established, there is not likely to be a spon- 
taneous recovery in cases of hyperthyroidism. There 
may be remissions when the symptoms will partially 
subside for weeks or months, only to be followed by 
an exacerbation. Each remission and exacerbation 
will leave the patient in a worse condition, with 
organic destruction to vital systems. A few cases 
will take a fulminating course, and will die in crises, 
unless they are carefully managed. 

If foci of infection are present, as diseased tonsils, 
it is better to remove the hyperthyroidism; then cor- 
tect any other condition that may be present. Pa- 
tients with very toxic goiters do not tolerate other 
surgical measures very well. 

The mortality and morbidity will be reduced if 
iodine is withheld until definite arrangements have 
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been made to have the condition corrected surgically, 
and, even then, let the surgeon administer the pre- 
liminary treatment. 
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DISCUSSION 

DR. J. W. CATHCART, El Paso, Texas (open- 
ing): As a radiotherapist I should like to have the 
radiotherapist given credit for work done in the 
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conditions Dr. Hendrick mentions. At the last staff 
meeting we had in El Paso, we had a review of all 
surgical cases treated in the last four years and we 
found that more cases were being treated by radia- 
tion than by surgery. Referring men (being the 
men who do internal medicine) seem to think they 
would get good results as quickly with irradiation 
as with surgery. Not long ago I visited Mayo’s 
Clinic. One of the fellows had just returned from 
Germany and he reported that in Germany they 
were doing comparatively little operating in goiter 
cases, but were treating them with iodine and x-ray. 
A few years ago we heard how surgery was 100 
per cent cure in goiter cases. Now we hear Crile 
advising removal of the suprarenals to supplement 
goiter operations. I do not know when other sur- 
geons are going to start it, but not all goiter opera- 
tions are 100 per cent satisfactory in end results. 
Goiter patients are sick patients. Hyperthyroidism 
is only one phase of their trouble. 

DR. W. A. GEKLER (Albuquerque, N.M.): A 
number of years ago I had a basal metabolism to 
deal with in a case of tuberculosis and noticed high 
pulse and other symptoms that go with thyroid dis- 
turbance. We treated with x-ray and had the met- 
aboiism reduced within normal limits. Personally 
I dislike very much to subject my patients to any 
sort of surgery, and for myself most heartily em- 
phasize that the condition of hyperthyroidism in 
tuberculosis is a vicious one and has to be broken 
up. I think it is wiser, if possible, to break it up 
with irradiaton, with less strain on the patient than 
any surgical procedure would be. This matter of 
hyperthyroidism is a thing which every man treat- 
ing tuberculosis should keep in mind. While tuber- 
culosis naturally runs an unstable temperature, I 
believe the metabolic rate will often give us valu- 
able information and I would not resort to surgery 
until we had given irradiation a very fair trial. In 
twelve to fifteen cases in my group, we were able 
to get by without surgery in any of them. Incipient 
tuberculosis itself is a very rare disease. You do 
not see as much of it because it just does not exist. 
You find it in the textbooks, but you find very little 
of it in practice. The tuberculosis cases we get now 
are not incipient—they are moderately advanced 
and far-advanced cases, and the thyroid will play 
a marked role in the ultimate recovery of the pa- 
tient. 

DR. R. A. DUNCAN (Amarillo, Texas): I should 
like to inquire about the temperature readings in 
these cases, especially in relation to neurocirculatory 
asthenia. 

DR. HENDRICK (closing): In response to Doc- 
tor Cathcart’s remarks regarding radiation therapy 
in the management of toxic goiter, I think that at 
least seventy per cent of all goiter patients that 
consult us, have been subjected either to x-ray or 
radium treatments, whether they are of the simple 
colloid, non-toxic, toxic adenoma, or exophthalmic 
type. As long as this state of chaos exists, no bene- 
fit will be derived from this important form of ther- 
apy. However, if any value is to be received from 
radiation therapy, it is in the exophthalmic type. I 
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believe that it is a conceded fact that the rays act 
on the connective tissue of the gland, and not on 
the epithelium. That action will produce a sclerosis 
of the connective tissue; hence, a shrinkage of the 
entire gland, and both the patient and the physician 
cbserve that the goiter is smaller. That action does 
not inhibit or limit the excessive secretion of the 
gland and that is the product that produces the 
symptoms. Numerous radiologists over the country 
are reporting good results with radiation therapy. 
But the larger well-organized clinics maintain that 
their results are satisfactory with surgery and not 
with radiation. Doctor Cathcart reports that in 
Europe surgery has been replaced by radiation 
therapy. I know that is not true in Vienna, Berlin, 
and Berne, as late as 1930. Neither are the x-ray 
clinics there treating exophthalmic goiters. 

Regarding the removal of foci of infection, that 
was adequately covered in the paper this afternoon. 
But to reiterate, I think it is advisable in cases of 
mild hyperthyroidism to remove any foci present, 
and often a marked improvement will be noted fol- 
lowing the eradication of such foci. However, if 
marked toxicity is present, the hyperthyroidism 
should be corrected, as very toxic patients do not 
tolerate other types of surgery. 

We have operated a few cases for Doctor Duncan 
that had developed deafness following the appear- 
ance of goiter. He reports that since the removal 
of the goiter their hearing is practically normal. 

Some one inquired about the temperature of the 
neurocirculatory asthenic patient. In the cases that 
I have seen, the temperature is normal or slightly 
below. 





SURGICAL TREATMENT OF 
PULMONARY CAVITIES IN 
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The modern treatment of pulmonary tuber- 
culosis has come to center about the closure of 
cavities. The fundamental principle of rest has 
been by no means discarded. It is now, and 
will be until the advent of an Utopian specific, 
the sine qua non of therapeutics. However, 





such a large proportion of cases still come to 
us for the first time with lung destruction al- 
ready present, that physiological rest must 
usually be supplemented by other means of 
treatment. I say supplemented, because rest 
is fundamental and must still be emphasized. 
If its primary importance can be kept in the 
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foreground, other forms of treatment may be 
to some extent forestalled. 

But, however well and universally the rou- 
tine of early diagnosis and effective rest 
regimes may be established, we are always 
going to see cavity cases, because of the in- 
sidious character of the onset of tuberculosis. 
The presence of cavity in the lung is an alarm 
signal which should not be disregarded. Some 
of these cases may be, and are, cured by rest 
and the regime of the sanatorium alone. Nev- 
ertheless we know that statistical studies show 
the rarity of such cavity closure and the short 
average duration of life in cases with open 
cavities. 

In the average cavity case, we probably 
wrong the patient and our profession by await- 
ing the outcome of treatment by rest, when we 
have at hand a considerable armamentarium 
for immediate active treatment. 

Artificial pneumothorax is the simplest and 
most adaptable measure. It serves the unilat- 
eral case; the case with major involvement in 
one side and some lesion in the other; and also 
the case with major involvement in both lungs. 
When pneumothorax fails to collapse or close 
completely the cavity or cavities being treated, 
the surgical measures of which I will speak be- 
gin to be considered. It is our experience that 
pneumothorax should be attempted first, with 
one occasional exception to be noted later. 

The failures of pneumothorax are due to ad- 
hesions, either widespread, which prevent any 
degree of collapse, or partial, which prevent 
total collapse. Adhesions are most common in 
the pleura overlying those pulmonary areas 
one wishes to collapse. If not uniform and dif- 
fused in these areas, but rather present in one 
or multiple small or larger strands, the possi- 
bility of cutting these adhesions should be con- 
sidered and study should be made with the 
x-ray, which is only of gross value, and by 
thoracoscopy or actually looking into the chest. 
In our hands the Jacobaeus method has been 
uniformly satisfactory although we have used 
also the Maendel-Kornitzer instrument. By this 
method partial collapse of a cavity may fre- 
quently be rendered complete and the patient 
be restored to health without further surgery. 
Recovery in pneumothorax cases with com- 
plete lung collapse is reported to be twice as 
frequent as in those with only partial collapse. 

In a small number of our cases, when divi- 
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sion of adhesions has been impossible, paraly- 
sis and elevation of the diaphragm on the in- 
volved side has successfully closed cavities. 
Others have reported closure of such cav- 
ities in partial pneumothorax cases by cutting 
of the scaleni muscles. In general, however, 
by phrenicectomy and scaleniotomy we revert 
to the waiting attitude of treatment, and cut- 
ting of adhesions or intrapleural pneumolysis 
is to be preferred, if possible. 

When adhesions allow of no pneumothorax 
whatever, we next consider phrenicectomy. 
Many men—I refer now to the exception above 
mentioned—prefer to perform phrenicectomy 
before pneumothorax. This may be because 
paralysis of the diaphragm is often a desirable 
final step in treatment before reexpansion of 
a supposedly healed lung is allowed, and be- 
cause the patient may object less to such a 
preliminary step. Diaphragm paralysis makes 
possible less frequent pneumothorax refills 
and may tend to prevent formation of pleural 
fluid. We are not yet sure that phrenicectomy 
before pneumothorax is a necessary or wise 
program. But when pneumothorax fails en- 
tirely, we do usually consider this the next 
step. Basal, middle, and apical cavities are by 
this means partially or wholly closed. Scaleni- 
otomy may easliy be done at the same time 
as phrenicectomy and be of additional help. 


At times it may be desirable to give a dis- 
eased lung temporary rest by means of paraly- 
sis of the diaphragm which is not permanent. 
This may be done by crushing of the phrenic 
nerve. In six months to nine months as a rule, 
the nerve regenerates and diaphragm action is 
resumed. This form of treatment is not ef- 
fective in closing cavities, since its duration is 
not long enough, but may be a means of de- 
termining whether a permanent paralysis will 
be advisable. 


It is a comparatively small percentage of 
cavity cases, not amenable to any degree of 
pneumothorax treatment, in which phrenicec- 
tomy with or without scaleniotomy, may be 
effective in closing the cavity or cavities and 
in permanently arresting the disease. In the 
majority, some other form of closure must be 
considered after these minor surgical pro- 
cedures have been given a trial. The time of 
trial one should allow depends on the type of 
cavity or cavities present, the presence or ab- 
sence of effect on the symptoms and on the le- 
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sions; and depends also on the general condi- 
tion of the patient and the condition of the 
contralateral lung. All these factors should be 
carefully watched and major surgery should 
be done as soon as it is evident the minor pro- 
cedures will not be sufficient, provided always 
the general condition allows. 


As the least shocking major procedure, we 
may next consider extrapleural pneumolysis, 
or separation of the lung extrapleurally from 
the ribs in the area of the cavity. In this op- 
eration, following the freeing and relaxation of 
the walls of the cavity, light pressure is made 
to collapse it and some form of packing, prefer- 
ably a special type of paraffin, is packed into 
the extrapleural space to keep the cavity col- 
lapsed. This method requires resection of only 
one or two inches of one rib or, in some cases, 
none at all. It is applicable to single cavities 
with thick walls or a layer of lung between 
cavity and ribs. A localized compression is 
thus obtanied. The cases in which it is pre- 
ferred are (1) cases of single apical cavity 
with good lung, (2) single apical cavity with 
good lung below but involved contralateral 
lung, (3) bilateral apical cavity, (4) some 
cases of cavity remaining after posterior thora- 
coplasty. The complications to be considered 
are (1) rupture of external cavity wall; (2) in- 
fection of extrapleural space, with resultant 
extrapleural empyema; (3) perforation of par- 
affin through a cavity wall into a bronchus; 
(4) late extrusion of paraffin. In fifteen cases, 
I have had two ruptures of cavity wall at op- 
eration, one extrapleural empyema, and two 
cases of late extrusion of paraffin. In one case 
of extrusion, the paraffin was rendered inef- 
fective; in the second case, the compression 
remained effective because chronic tissue fixa- 
tion had already occurred. In the extrapleural 
empyema case and the two cases of rupture of 
cavity wall, plastic operations on the chest wall 
were the final effective treatment. These com- 
plications of paraffin pack or “plombage” have 
made me and the physicians with whom I 
work less favorable to its use than formerly. 
However, in only the one case was there true 
failure. This method undoubtedly has its place. 


In one of these cases I inadvertently used a 
wise form of treatment, i.e., cavity drainage. 
Picture a huge single cavity occupying almost 
the whole upper left lobe, in a man of twenty- 
eight, emaciated, toxic, markedly anemic, with 
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scattered infiltration throughout the right lung. 
What is the least shocking procedure which 
may benefit him? Let us say external cavity 
drainage. I thought at that time: this cavity is 
much larger than the bounds ordinarily allow- 
ing extrapleural pneumolysis, but I will try it. 
The cavity wall ruptured in the process of ex- 
trapleural separation. The cavity was then 
loosely packed. Sputum drained through the 
chest freely and completely, instead of incom- 
pletely with cough, through the bronchus. For- 
tunately no hemorrhages ensued and fourteen 
months later we did a total posterior thora- 
coplasty in three stages. 


This is the final stage of treatment in many 
of our advanced cases. In every case we be- 
lieve pneumothorax should first be tried and 
other procedures, such as phrenicectomy, sca- 
leniotomy, extrapleural pneumolysis, consid- 
ered. Each case is an individual problem de- 
manding in full all our medical and surgical 
skill. A total posterior extrapleural thora- 
coplasty is usually necessary. In this way 
only, can complete compression of the diseased 
lung and its cavities usually be accomplished. 


In some cases with very large upper-lobe 
cavities, posterior resection of the ribs does not 
provide sufficient collapse of the chest wall 
and we must remove also the remaining an- 
terior sections of some of the ribs overlying 
the cavity or cavities. Following both of these 
types of operation, active pressure must as a 
rule be exerted on the then pliable chest wall 
to insure its maximum collapse. 


In two cases I have found localized collapse 
by means of only partial posterior rib resec- 
tion effective in closing an upper-lobe cavity 
and arresting the diseased process. This is a 
somewhat less mutilating operation than the 
total collapse. It does not, however, render the 
patient’s future quite as safe. Cases for this 
type of operation must therefore be carefully 
selected. 

In closing, I want to emphasize that the sur- 
gical treatment of tuberculous cavities requires 
all our medical and surgical skill. Each indi- 
vidual case is a new problem which the sur- 
geon must study with a medical, as well as a 
surgical, mind. Knowledge of tuberculosis is 
essential to him. On the other hand the physi- 
cian must learn to regard that danger signal, 
the cavity, and he must know full well what 
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hope of closing the cavity is offered by surgi- 
cal skill. 
ILLUSTRATIVE CASES * 

*Grateful acknowledgement is made to Dr. Fred 
G. Holmes, Dr. Howell Randolph, and Dr. E. W. 
Phillips, for use of their clinical records as part of 
this series. 

Phrenicectomy 

1. Male, physician, age thirty-three. First seen 
in March, 1930, with involvement of left upper lobe 
and moderate-sized cavity below the clavicle. Pneu- 
mothorax failed because of partial adhesions; 
crushing of phrenic nerve was then performed and 
full phrenicectomy in September, 1930. After about 
fifteen months of bed-rest, cavity had closed; pa- 
tient was allowed some return to normal activity. 
The cavity has remained closed. 

2. Male, age twenty-one, diagnosed to have tuber- 
culosis in 1929, when there was a large cavity in 
right upper lobe. Artificial pneumothorax was rec- 
ommended but was refused and bed-rest was the 
cnly treatment used until the fall of 1930, when the 
cavity was found to be no smaller. Pneumothorax 
was now attempted, but failed completely because of 
adhesions. Phrenicectomy was perfromed and bed- 
rest continued. About a year later, the cavity was 
closed and the patient was ambulatory. 

3. Young man under partial artificial pneumo- 
thorax because of cavity in the left lung. Adhesions 
at the top and upper lateral chest prevented col- 
lapse, as shown in film of Oct. 7, 1930. Phrenicec- 
tomy was performed and film of Dec. 1st, 1932, 
shows the cavity closed despite the adhesions pres- 
ent. 

Intrapleural Pneumolysis (Unilateral 
Pneumothorax) 

4. A young married woman, age nineteen, seen 
in December, 1927, with left upper-lobe involve- 
ment and cavity below the clavicle. Artificial pneu- 
mothorax was begun in January, 1928, but con- 
tinued treatment with considerable pressure failed 
to close cavity, as shown by chest films of July 17, 
1928, and Oct. 4, 1929. Thoracoscopic examination 
on Oct. 16, 1929, disclosed fine adhesions between 
upper lobe and chest wall, which were cut with 
Maendel-Kornitzer instrument. Complete and selec- 
tive collapse of the upper lobe was obtained and 
pneumothorax was discontinued about two years 
later. This patient is well now. 

5. Man, twenty-eight years old, first seen Feb. 
27, 1931, with marked exudative lesions in the upper 
left lung and moderate-sized cavity at the apex. 
Artificial pneumothorax was begun soon, but ad- 
hesions prevented collapse of the cavity and use of 
high pneumothorax pressure revealed a weakness 
in the upper mediastinum. Intrapleural pneu- 
molysis was performed in two sittings and the lung 
was completely freed, as shown in the two succes- 
sive films (Nov. 9th, 1931, and April 19th, 19382.) 

Bilateral Intrapleural Pneumolysis (Bilateral 

Pneumothorax). 

6. Single woman, age twenty-six, first seen 
Aug. 11, 1930, with marked bilateral tuberculosis 
involving principally the upper right lobe, where 
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there were large cavities, but having also smal'er 
cavities in the upper left lobe. She was instructed 
to go to bed and was not seen for a year. At this 
time some improvement had occurred in both sides 
of the chest. However, artificial pneumothorax of 
the right chest was begun in the early part of 1932. 
Adhesions prevented adequate collapse of the upper 
lobe cavities. Thoracoscopic examination revealed 
about a dozen adhesions between the upper lobe and 
upper thoracic cage. These were for the most part 
small and were all burned at one operation, with a 
resulting col'!apse of the cavities in the right lung. 
(Film of Sept. 12, 1932.) In October, 1932, artifi- 
cial pneumothorax of the left chest was begun and 
adhesions were found here which prevented ade- 
quate collapse of the cavity. (Film of Dec. Ist, 
1932.) Intraplueral pneumolysis, left side, was done 
Feb. 6, 1933, and the adhesions were cut, causing 
complete release of the upper lobe (Film April 17, 
1933). This patient is now under bilateral pneumo- 
thorax, is free of cough and expectoration, is of 
normal weight, is free of fever, and is ambulatory 
for necessities of life without dyspnea. 
Intrapleural Pneumolysis, Unilateral 
(Bilateral Pneumothorax) 

7. Young single woman, age twenty-one, came 
under observation in 1927, with moderate-sized cav- 
ity in the upper right lung and some active infiltra- 
tion in the upper left. Pneumothorax was begun 
on the right in March, 1928, and continued for over 
a year without the cavity being compressed, adhe- 
sions preventing its closure. In two operations the 
adhesions were cut and the right lung was then well 
compressed in the upper portion, cavities being ob- 
literated. In July, 1930, pneumothorax of the left 
chest was begun and, despite a long adhesion, ex- 
cellent compression of the active upper lobe was ob- 
tained. Bilateral pneumothorax was continued for 
about two years, the right lung being allowed grad- 
ually to expand in 1932. The last film shows the 
right lung fully expanded and the left lung almost 
expanded. At the present writing, both lungs are 
fully expanded and patient has been working for 
several months and is entirely free of symptoms of 
any sort. 

Bilateral Intrapleural Pneumolysis 
(Bilateral Pneumothorax) 

8. Single woman, age twenty-one, came under 
observation Feb. 18, 1930, with marked involvement 
of the left upper lobe and some involvement on the 
right. She was put to bed and showed some gen- 
eral improvement, but the lesions progressed to 
cavitation on the left, with some extension on the 
right and early laryngeal tuberculosis. Artificial 
pneumothorax was therefore begun on the left, but 
was found to be only partially effective because of 
pleural adhesions. Two or three operations were 
necessary in order to perform intrapleural pneu- 
molysis and completely liberate the lung on the left 
side. In the summer of 1931, pneumothorax of the 
right chest was also begun and it was found nec- 
essary on this side to cut one adhesion in order to 
allow complete cavity collapse. X-ray films show 
the present condition, with both lungs adequately 
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collapsed. Patient is clinically free from symptoms, 
is ambulatory for the ordinary needs of life, and 
without dyspnea. The last two films, showing the 
maximum collapse which was carried in this case, 
are remarkable demonstration of the small amount 
of lung which will maintain life in relative com- 
fort. The first film shows the bilaterally collapsed 
lungs in expansion and the second fi!m shows them 
in deflation. 

Extrapleural Pneumolysis and Paraffin Pack 

9. Male, age twenty-nine. Tuberculosis ciag- 
nosed in 1928; though the first availab‘'e roentgen- 
ograms was taken in November, 1930, at which time 
there was a large cavity involving the entire right 
apical region and extending well below the clavicle. 
It was treated by bed-rest in a sanatorium in Phoe- 
nix, and in May, 1931, the only visible change was 
an increase in the size of the cavity. Pneumothorax 
was tried, but failed, the whole area overlying the 
cavity being adherent. Extrapleural pneumolysis by 
paraffin injection was done in October, 1931. The 
illustration shows one of the chief drawbacks to this 
method of compression cavities, which is the ten- 
dency of the wax to gravitate down and allow the 
cav:ty walls to separate above the level of the wax 
mass. 

10. Male, age thirty-eight. Tuberculosis diag- 
nosed in 1927. An x-ray examination in 1928, show- 
ed bilateral exudative lesions. The patient then dis- 
appeared and did not return until March, 1931, at 
which time a massive cavity involving the whole 
right apex region was found, with bilateral exuda- 
tive lesions. Pneumothorax was tried, but failed to 
separate the right upper lobe from the chest wall. 
Extrapleural pneumolysis and paraffin-wax filling 
was done in June, 1931. In January, 1932, the par- 
affin filling is shown still in place, with cavity ap- 
parently obliterated. His profuse purulent expec- 
toration has practically disappeared. With active 
lesons on the left side, this patient has a long fight 
ahead, but his chances are much improved by the 
obliteration of this large infected cavity. 

Extrapleural Pneumolysis with Paraffin Pack 

and Contralateral Pneumothorax 

11. A man of twenty-two, first seen Jan. 25, 
1931, with large cavity at apex of right lung, small 
cavity near left hilum. This patient was put on bed- 
rest for several months, with improvement in left 
lung. Right artificial pneumothorax was advised, 
but refused. Finally, in November, 1931, extension 
of disease in the left lung had occurred (Film Nov. 
28, 1931) and bilateral pneumothorax was advised. 
The right lung was found completely adherent. On 
Dec. 5, 1931, the cavity at right apex was freed 
from the ribs extrapleurally and collapsed and spe- 
cial paraffin pack was inserted. About three weeks 
later, artificial pneumothorax of the left chest was 
begun and succeeded in collapsing the cavities in 
that lung. He has since been free of cough and ex- 
pectoration and fever (Film of Sept. 24th, 1932). 

Cavity Drainage Before Thoracoplasty 

12. A young physician, age 27, first seen Dec. 
9, 1930, with large cavity in upper lobe and infil- 
tration throughout the left lung. On the right, in- 
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filtration at the hilum and through most of the 
upper lobe. Left pneumothorax failed because of 
adhesions. Phrenicectomy was done on left, in Feb- 
ruary, 1931. Good elevation of left diaphragm was 
obtained, but cavity in upper lobe grew larger. In 
September, 1931, the right lung showed scattered 
fine infiltration throughout, by roentgenogram, and 
scattered moist rales throughout following cough. 
The left upper lobe was one large cavity, the lower 
lobe atelectatic (fim of Sept. 1931). Patient’s gen- 
eral condition was desperate. The least shocking 
procedure offering hope of benefit seemed to be ex- 
trapleural pneumolysis and paraffin pack. The cav- 
ity wall was ruptured in the attempt to free it ex- 
trapleurally. Cavity drainage was done (film of 
May 24, 1932). Such a marked improvement fol- 
lowed, generally and in the right lung, that total 
posterior thoracoplasty was performed in three 
stages, about fourteen months later. This patient 
is in excellent general condition and practically 
free of cough or expectoration, but still has a smal! 
brenchial fistula at the site of the original cavity) 
drainage. In this case anterior costectomy would 
have been necessary to close this large cavity, ex- 
cept for the fact that marked shifting of the upper 
meciastinum to the left occurred. 

the upper mediastinum to the left occurred. 

Total Posterior Thoracoplasty 


13. Woman, age twenty-eight. Onset in Febru- 
ary, 1929, though was first diagnosed as tubercu- 
lous in January, 1930. At that time the involve- 
ment was extensive throughout the entire right 
side, with large cavities. Pneumothorax was at- 
tempted and failed, the pleura being adherent 
throughout. Phrenicectomy was done in February, 
1930. The results were good, but complete closure 
of cavities was not secured, in spite of very high 
elevation and fixation of the diaphragm. Thora- 
coplasty was performed in multiple stages during 
April, 1931, and cavities are now apparently entire- 
ly closed. Patient is in good condition, attending to 
her household duties, with quiescent lesions. 

14. Woman, age thirty. First found to have tu- 
berculosis in fall of 1928. Came under observation 
in March, 1929, roentgenogram showing a large 
multilocular cavity in upper right lobe, with exuda- 
tive. mottling below this. She was placed under 
pneumothorax, but heavy bands of adhesions pre- 
vented satisfactory compression of cavities. Intra- 
pleural pneumolysis was not considered safe on ac- 
count of proximity of cavities to lung surface. The 
lung was allowed to expand, showing one large cav- 
ity and much atelectatic tissue. Thoracoplasty ap- 
parently was the only way out, and this was done 
in multiple stages in April, 1931. The patient is in 
good physical condition, with only slight expectora- 
tion. The prognosis is now good. 

15. Woman, age thirty-three, first diagnosed as 
tuberculous in 1927. Came under observation in 
February, 1929, showing extensive right-sided in- 
volvement, with multiple large cavities. Pneumo- 
thorax was instituted and good compression was se- 
cured, almost closing the cavities. They were not 
entirely closed, however, and intrapleural_ pneumoly- 
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sis was not considered advisable on account of the 
thickness of the adhesion bands, with the additional 
fact that the amount of destruction in the lung 
would probably result in an atelectatic lung after 
healing occurred. The patient was therefore faced 
with the alternative of continuing pneumothorax 
indefinitely, or accepting thoracoplasty. She wisely 
chose thoracoplasty, which was done in the early 
part of 1931. Roentgenogram of September, 1931, 
shows lung cavities obliterated. Question arising 
about the significance of a small radiant area in 
the cardiophrenic angle, this was outlined by lipi- 
odol introduced into the bronchial tree; it is shown 
to be an area of lung tissue. 
Partial (Upper) Thoracoplasty 

16. A single girl of nineteen, first seen Oct. 13, 
1932, with a large cavity in the left upper lobe and 
apparently well-hea'ed linear scars in upper right 
(film of Nov. 2, 1932). General condition was ex- 
cellent when first seen, but sputum was loaded with 
tubercle bacilli. Pneumothorax failed entirely be- 
cause of diffuse pleural adhesions. On Nov. 16, 
1932, posterior thoracoplasty of the upper five ribs 
was performed, 61% cm., or almost 25 inches, total 
being taken. In this case complete closure of the 
cavity has occurred so far as can be determined by 
stereo-roentgenograms and phySical examination. 
Cough and expectoration have ceased. 

DISCUSSION 

DR. MEADE CLYNE (Tucson): Since the sana- 
torium was introduced fifty years ago, it remains, 
as it probably always will, the indispensable founda- 
tion upon which any treatment of tuberculosis will 
be built; but with increasing force, surgical meas- 
ures dominate the active treatment of the disease in 
many centers. 

Unfortunately, the great majority of tuberculous 
patients come to us with cavity formation already 
developed, and only if the cavity is small and soft- 
walled may much hope be held of a cure with bed- 
rest alone. To this other large group, surgery 
should be offered, thereby holding out some hope to 
those who certainly are otherwise doomed. 

In the majority of the cases, pneumothorax and 
phrenic nerve block should precede any other form 
of surgical measure and upon their failure, one or a 
combination of the many operations now available, 
may be selected that is thought most likely to heal 
the lesion. Closed or open intrapleural pneumolysis, 
extrapleural pneumolysis, or scaleniotomy may be 
tried. A persisting cavity is always a source of 
grave danger and when collapse therapy has once 
been begun, it should be persisted in until complete 
collapse of the cavity has been actually effected; 
first using the least debilitating operation that 
Promises success, and, in case of failure, proceed- 
ing to more severe measures. Restricted thora- 
coplasty can be used, but it would seem that its 
field is small and limited largely to small thick- 
walled cavities in the extreme apex. 

Total thoracoplasty is the operation of choice in 
cases in which much of one lung is destroyed. The 
mortality of total thoracoplasty has been greatly re- 


duced in the last two or three years; first, largelysideration as the patient with acute appendicitis. It 
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because patients have been operated upon, univers- 
ally, earlier in the course of the disease; second, be- 
cause of more careful preparation for the operation; 
third, by increasing the number of stages of the op- 
eration from two to three, or four or more, as indi- 
cated by the condition of the patient; and fourth, by 
more careful attentive after-treatment. 

To control over-enthusiasm in the selection of the 
operation, the combined judgment of the medical 
and surgical points of view are necessary. 

DR. C. A. THOMAS (Tucson): In listening to 
Dr. Randolph’s paper and viewing his slides, I have 
been greately impressed with the manner in which 
he has handled these cases. I am thoroughly sold 
on the idea of collapse therapy and feel sure that it 
is the only way to handle these far-advanced cases. 
Whi'e Dr. Randolph does not lay stress on the idea 
of progressive methods of handling these problems, 
nevertheless I fell sure that he uses this method, 
and for clarity I would like to stress this point in 
his paper. 

Instead of using pneumothorax, phrenicectomies, 
or thoracoplasties to the exclusion of any one or the 
other of these methods, it has been our practice to 
study all cases with the idea of progressing. Our 
first thought, of course, in collapse therapy for any 
individual case, is pneumothorax. If it is apparent 
that this method would fail to produce a collapse, or 
if trial proves conclusively that a collapse by this 
method is not obtainable, we immediaetly think of 
the other methods possible. A phrenic would be our 
next thought and might be all that was required to 
complete the patient’s cure. Or, in the event a pneu- 
mothorax is only partially successful, we frequently 
add to this a phrenic neurectomy and the combina- 
tion of the two is often successful in bringing about 
a collapse. Should these fail, if it is apparent that 
adhesions are prevening complete collapse, we 
may add to the pneumothorax an intrapleural pneu- 
molysis. By this means, we are frequently able to 
succeed—as Dr. Randolph has so beautifully dem- 
onstrated. 

In the event none of these or all of these pro- 
cedures are successful, as they frequently are not, 
then, the patient’s condition permitting, we imme- 
diately progress to a partial or complete thoraco- 
plasty as the case may require. 

Many cases of apical cavities can be completely 
closed by a 3, 4, or 7 rib posterior thoracoplasty, 
thus saving the lower lobe to the patient for further 
function. With this idea in mind, we are now doing 
many crushing or temporary phrenics. If the tem- 
porary interruption of the phrenic coes not promise 
a complete closure of the cavities, then, before a 
partial thoracoplasty is done, the function of the 
diaphragm through the restoration of the phrenic 
will give the patient back the function of the lower 
portion of the lung, which will be of great advan- 
tage when only a partial thoracoplasty is necessary. 

So completely sold am I on collapse therapy in 
advanced cases, that I feel that a patient with ad- 
vanced pulmonary tuberculosis, particuarly with 
cavitation, is just as much entitled to surgical con- 
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is true that many so-called phthisiologists differ 
with me on this point and no doubt feel this a rad- 
ical statement, but some of us can remember the day 
when the question of operating all cases of acute 
appendicitis was seriously called into question by 
the internists. These have long since been con- 
vinced of the rationality of such procedure and I 
feel that it is only a matter of time until the 
phthisiologist will come around to the surgeon’s 
way of thinking. During the meantime, however, 
many cases that have clear indications for surgical 
procedure are being kept in bed and permitted to 
progress to the point where successful surgical in- 
terference is impossible—as many cases of appen- 
dicitis were permitted to go on to peritonitis and 
ultimate death while the argument prcceeded. 

DR. JOHN W. FLINN (Prescott): All students 
of tuberculosis agree that tuberculous cavitation in 
the lungs is a serious condition. So long as the 
cavity remains open, the patient is in more or less 
imminent danger of extension of the disease to 
other portions of the lungs, to severe pulmonary 
hemorrhage, or to other serious complications. 

One hears a lot of discussion these days about the 
curability of the disease tuberculosis. As a matter 
of fact, a pure'y tuberculous lesion is one of the 
most easily curable of all chronic diseases. On the 
other hand, when a tuberculous lesion is secondarily 
infected by pus-forming organisms, it becomes one 
of the most difficult to cure. 

Dr. A. K. Duncan referred to the seriousness of 
this complication in bone and joint tuberculosis in 
his discussion this morning. In the treatment of 
bone and joint tubercu'osis, no other complication is 
so dreaded as a secondary infection of a cold ab- 
scess by pus-forming organisms. In pulmonary tu- 
berculosis this complication arises whenever a tu- 
berculous cavity establishes free communication 
with a member of the bronchial tree. The inner 
wall of the cavity b-comes covered with soft granu- 
lation tissue harbering myriads of pus-forming or- 
ganisms. It is in the closure of these cavities that 
the various forms of col'apse therapy are used to 
greatest advantage. 

Cavities in the lower lobes can usually be closed 
by a phrenicectomy. Thick-walled cavities at the 
apex often require a thoracoplasty. As indicated 
by Dr. C. A. Thomas in his discussion, an upper- 
stage thoracoplasty is the operation of choice in 
these cases, and the operation can usually be lim- 
ited to a resection of the upper five or six ribs. In 
this way very little normal lung is sacrificed, and 
the patient is much better fitted for return to a 
useful life. 

In those cavities in which closure is not like!y to 
be effected by an upper-stage thoracoplasty alone, 
a combination of posterior upper-stage thoraco- 
plasty and external pneumolysis, as devised by Col- 
one! Caspar, would seem to be the operation of 
choice. 

DR. RANDOLPH (closing): I am glad that Dr. 
Clyne has brought out the fact that oftentimes large 
apical cavities cannot be closed by thoracoplasty 
unless this includes a wide resection of ribs pos- 
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teriorly, and at times also an anterolateral cos- 
tectomy of the upper ribs. 

This, of course, should be avoided if possible, and 
if patients are operated upon sufficiently early in 
their cavity development, a partial plastic may 
succeed, as illustrated in the slides we have shown. 
I first performed a partial plastic by resection of 
six upper ribs on a man aged about 48, two years 
ago, and the result was entirely satisfactory. How- 
ever, I feel that these patients must be carefully 
selected and that they are not quite as safe from the 
danger of reactivation and extension as those cases 
on which complete thoracoplasty is done. Longer 
after care and more careful watching is necessary. 

I believe that the operation described by Brun 
and Caspar, mentioned by Dr. Flinn, is a very ef- 
ficient procedure. It is especially applicable to 
cases that are institutionalized, but in my opinion, 
has some practical disadvantages in private prac- 
tice because of the long-continued after-care. 

I am glad that Dr. Thomas has emphasized the 
need for careful study and the use of progressive 
treatment in handling cavity cases. I believe that 
pneumothorax is the first procedure to be consid- 
ered; that, if adhesions are present, intrapleural 
pneumolysis should be given first consideration; 
that phrenicectomy and scaleniotomy may be of 
value in closing partial collapse cases, if intra- 
pleural pneumolysis is not available; and that, if 
these measures fail, partial or complete thoraco- 
plasty, or some means of local compression, should 
be employed without delay. 





THE USE OF DRUGS IN THE 
TREATMENT OF HEART 
FAILURE 


P. T. BOHAN, M. D. 
Kansas City, Mo. 





(Presented before the New Mexico Medical So- 
ciety, at its Fifty-first Annual Meeting, Roswell, 
New Mexico, May 18-20, 1933.) 





‘The institution of rational and adequate 
treatment in heart failure should invariably 
be preceded by a clinical study from three 
separate points of view, namely: etiology, path- 
ology, and the particular functional disturb- 
ances of the heart muscle. Etiology and path- 
ology, such as valvular disease or hyperten- 
sion, are helpful only in explaining the cause 
of the muscle failure. 

Disturbed function of the myocardium may 
cause a variety of symptoms. These symptoms 
are the direct result of abnormalities in one 
or more of the fundamental properties of the 
heart muscle; viz.: conductivity, irritability 
rythmicity, tonicity and contractility. 
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SINE 
The older clinicians recognized the five sep- 
arate functions of cardiac muscle and classified 
heart failure according to the derangement of 
one or more of these functions. Electrocardi- 
ographic studies support, in my opinion, the 
justification of this classification. 
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_ duction is of importance only when it affects 

*d the fthe bundle or one of its branches. 
ad Increased irritability, due to a multiplicity 
onsid- fof causes, seems to be a more plausible ex- 
leural fplanation for such rhythmic disturbances as 
<< extrasystoles and paroxysmal tachycardia, 
“te an the explanation given by some writers 
nat, if #hat such irregularities are manifestations of 
oraco- fan abnormal response to artificial excitation, 
should fnechanical, chemical or electrical.” Disturb- 
ynces of rythm alone, as in auricular fibrilla- 
ion, can, and sometimes do, so affect the cir- 
[HE ulation that death may occur with all other 
T properties of the heart muscle intact. In my 
pinion, rhythmicity should be considered a 

listinct property of cardiac muscle. 
Tonicity, according to the researches of En- 
elman, is an important property of heart 
«3 Bo. muscle. This teaching is accepted by many 
aswell linicians who believe that pathological dila- 
ion of the heart is due to impaired tonicity, 
esulting in abnormal relaxation of the ven- 
quate Fricular walls during diastole. That tonicity is 
riably § special property of heart muscle is doubted 
three By many pharmacologists, whose views, are 
-path- Based largely on the action of drugs on normal 

sturb- Bearts in animals. 

path- } In his discussion of dilatation of the heart, 
erten- White,’ in his new book, speaks of “stretching 
cause #f the heart wall, due to an atonic (italics my 
) state of the muscle.” Following stretch- 
a may fig of the wall, he continues, “the tone of the 
ptoms ftuscle may partly recover but a permanent 
n one fretching of the heart may persist.” Macken- 
of the fie’ said: “I am unable to conceive how cardi- 
ibility, Je dropsy can occur with the tone of the heart 
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muscle intact.” With both of these statements 
I fully agree. 

From the above consideration, heart failure 
may be defined as an impairment in function 
of one or more of the fundamental properties 
of the myocardium. The definition is suffi- 
ciently accurate for clinical purposes. When 
heart cases are studied from this viewpoint, a 
diagnosis can be made of the functional dis- 
turbances of the heart muscle in at least 80 
per cent of the cases, without graphic records. 
Drugs modify the function of the heart muscle 
largely by their effect on the fundamental 
properties. Only by recognition of this fact can 
the physiological action, the therapeutic bene- 
fit and the result of toxic doses be identified. 


DIGITALIS 

In the beginning it should be emphasized 
that the action of digitalis may be wholly dif- 
ferent on a normal heart in animals than on a 
diseased heart in man, and, moreover, that the 
action on all diseased hearts is not the same. 

Summarizing the digitalis effects upon the 
heart, Bastedo,’ in his new book, states: “Digi- 
talis may affect the heart in regard to its rate 
and rhythm, its tonicity, contractility, irritabil- 
ity and conductivity.” Digitalis modifies the 
function of the myocardium by depressing con- 
ductivity, increasing tonicity, and, when toxic 
doses are given, heightening irregularity. 

The effect on the property of contractility 
is not positively established, but if pulsus al- 
ternans can be considered a sign of impaired 
contractility, then there is evidence that digi- 
talis decreases contractility. This was clearly 
demonstrated to me when, working under Mac- 
Kenzie’s supervision some years ago, I took 
polygraphic tracings on a number of patients 
showing a marked alternans within 20 minutes 
following intravenous injections of strophan- 
thin. 

Recognition of the separate properties of 
cardiac muscle is not only helpful in explain- 
ing the therapeutic action of digitalis, but it 
also indicates the cardiac signs that may ap- 
pear from toxic doses. 

Based on the above considerations, the mode 
of action, indications, contraindications, signs 
of toxic doses, methods of administration, and 
preparations will now be discussed. The mode 
of action is explained in part by stimulating 
the vagus, and in part by becoming fixed in 
the muscle cells, where it exists in a physical 
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or chemical combination (Cushny). This ex- 
plains its delayed action and also its continued 
effect for days after the drug is discontinued. 

The cardinal indication for digitalis is auric- 
ular fibrillation. It is only in this type of heart 
failure that marked slowing of the rate is a 
fairly constant effect. Conductivity is de- 
pressed, partial heart block is produced, fa- 
tigued ventricles regain their tone, arterial cir- 
culation improves, and the venous congestion 
and dropsy, if present, rapidly subside. Au- 
ricular fibrillation, regardless of its etiological 
factors, can be considered a definite indication 
for digitalis. To withhold the drug, even in 
rare cases with a slow rate, until the ventricles 
become exhausted and dropsy ensues, is, in 
my opinion, poor therapeutics. The theoretical 
objections to giving digitalis for fibrillation 
due to goiter, are contrary to the known thera- 
peutic action of the drug and to the clinical re- 
sults. In many of these cases it is life saving. 

Digitalization should be maintained indefi- 
nitely in fibrillation cases, instead of stopping 
the drug when the symptoms disappear and 
resuming it when a break in compensation oc- 
curs, as is so often done. I have a number of 
patients who are living, active and happy, as 
a result of taking digitalis every day for 
twelve to fifteen years. It owes its action 
largely to its cumulative effect. The best re- 
sults are obtained when fibrillation is due to 
mitral stenosis. When the cause is coronary 
disease or hypertension, results depend upon 
the degree of the underlying pathological le- 
sion of the heart muscle. 

Myocardial insufficiency without fibrillation 
also calls for digitalis. The indicative symp- 
tom in these cases is breathlessness, due to 
failure of either ventricle, with or without 
dropsy. Reduction in the heart rate in non- 
fibrillating cases is minimal and cannot be 
used as a gauge to dosage. The beneficial effects 
which are sometimes seen in these cases, indi- 
cate that digitalis apparently. tones up the re- 
laxed muscle. Christian‘ advocates the use of 
digitalis in arterial hypertension in order to 
delay the onset of myocardial insufficiency. 
Why not? If effective after insufficiency de- 
velops, why should it not do some good as 
preventive? To withhold digitalis to use as a 
whip in the stretch, is poor therapy. Tonic 
doses are never harmful. 

In a rather rare form of arrhythmia, auric- 
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ular flutter, digitalis may act as a specific in 
re-establishing the normal rhythm. 

The chief contraindications to the use of 
digitalis are in those cases exhibiting signs of 
depressed conductivity, such as incomplete 
heart block, or where there is evidence of in- 
creased irritability, such as extrasystoles and 
paroxysmal tachycardia. In nervous tachy.- 
cardia and in neurocirculatory asthenia, it 
does no good and may have a bad psycholog. 
ical effect. In the first few weeks of myocard- 
ial infarction, the danger is in accentuating 
the tendency to an abnormal rhythm. Digitalis 
should not be used in acute or chronic infec- 
tions, unless there is either fibrillation or dila- 
tation. In pneumonia, according to Wychoff 
et al’, the mortality is materially increased by 
digitalis. The reasons for this are obvious. In 
pneumonia, as in all cases of severe infection, 
the heart muscle is usually hyperirritable, and 
digitalis. which further increases irritability, 
may produce a serious disturbance of rhythm. 

Recognition of the signs of toxie doses is 
quite important. Such general symptoms as 
anorexia, nausea, and vomiting headaches, 
and mental symptoms, are generally known, 
but do not always occur. Cardiac signs are 
both graphic and clinical. The electrocardio- 
graphic evidence of toxic doses, such as inver- 
sion of the T wave and prolonged P-R interval, 
are frequently found without any general 
symptoms whatever, or even any reduction in 
rate. Depression of conductivity, unless of 
sufficient degree to cause dropped beats, is 
difficult to recognize clinically. An extrasys- 
tole after every normal beat—coupled rhythm 
—is a common manifestation of digitalis intox- 
ication. This is especially true when the heart 
is hyperirritable, as in cases of auricular fibril- 
lation or when coronary sclerosis is present. 
Coupled beats can be easily recognized clini- 
cally; should be looked for in every patient 
taking digitalis and, when found, should be 
considered evidence of excessive dosage. Auti- 
cular fibrillation and paroxysmal tachycardia 
occasionally occur when too much of the drug 
is given. Sudden death following ventricular 
fibrillation due to increased irritability from 
toxic doses of digitalis, is more common than 
is generally supposed. 

The choice of preparation is much less im 
portant than the exorbitant claims made by 
the pharmaceutical houses would indicate. 
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Avoid the high-priced special tinctures with 
trade names. The preparations of choice are 
the U. S. P. tinctures or the powdered leaf in 
tablet or capsule. The claims made that these 
preparations rapidly deteriorate have been 
proved to be untrue, through the excellent re- 
searches of Drs. Haag and Hatcher.’ There are 
no reliable preparations for subcutaneous or 
intravenous use. 

Dosage is quite important. The amount of 
the tincture required to digitalize (usually 
much less if the patient has fever) is the num- 
ber of cubic centimeters represented by 10 per 
cent of the body weight, but this is not an in- 
variable rule. Neither does it mean that this 
amount should be given to the average case in 
one dose or even in one day. Although a defi- 
nite concentration of the drug in the heart 
muscle is necessary to produce an effect, mas- 
sive doses may be harmful, even dangerous. 

The clinical manifestations are the safest 
and the most reliable guide to dosage. To rely 
on the electrocardiographic evidence of an in- 
verted T, or a prolonged P-R, to determine the 
therapeutic effect, is not evidence of careful 
scientific observation; it is just the opposite. 

The maintenance dose for a patient of aver- 
age size varies from 5 to 8 cc. of the U. S. P. 
tincture, or the same number of 1% grain tab- 
lets of the powdered leaf a week. I have a 
number of patients who have maintained the 
digitalis effect for ten years on this amount. 
More than this often causes coupled rhythm or 
nausea. The average doctor gives too much of 
the drug rather than too little—a fact often 
noted by the consulting cardiologist. The tox- 
icity of digitalis and the dangers from over- 
dosage are just as great today as in Wither- 
ing’s time. 

STROPHANTHIN 

This is the only reliable substitute for digi- 
talis. Its action on the heart muscle is identi- 
cally the same as that of digitalis, but the ef- 
fects last only about half as long. It should be 
used only in emergencies or when digitalis 
cannot be taken by mouth. The maximum 
dose is 1/120 grains, and should always be giv- 
en intravenously and never intramuscularly. 
It should not be repeated within 6 to 8 hours. 
Ouabain (strophanthin) in solution) may be 
given either intravenously or intramuscularly 
and is a reliable preparation, if marketed in 
ampoules of Jena glass. Strophanthin is more 
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reliable and is no more dangerous than any of 
the digitalis preparations for intravenous or in- 
tramuscular use. I have used strophanthin, 
when indicated, for over twenty years, and I 
have never observed a bad result. I feel con- 
fident that some lives have been saved by its 
use. 
CAFFEINE SODIUM BENZOATE 

Caffeine, grains 7, given intramuscularly or 
intravenously, in circulatory collapse, follow- 
ing surgical operations or in infectious dis- 
eases, is a more useful drug than digitalis, 
which may be contraindicated. Professor 
Jagic’ has reported favorable results with caf- 
feine in cases of cardiac asthma; an observa- 
tion that I have been able to confirm in a few 
instances. 

QUINIDINE 

This is a drug of some value in certain types 
of disordered rhythm, but it is used much of- 
tener than indicated and its use is not without 
danger. Its favorable action is in abolishing 
rhythmic disturbances due to increased irri- 
tability, such as auricular fibrillation, par- 
oxysmal tachycardia and extrasystoles. Its 
chief indication in fibrillation is when the un- 
derlying cause is extracardiac, as in goiter or 
infection. When the fibrillation is due to, or 
associated with, disease of the valves or heart 
muscle, and is abolished by quinidine, the ab- 
normal rhythm usually recurs when the drug 
is discontinued. The rule is to give two 3-grain 
doses the first few days, and if no toxic effects 
appear, six grains every four hours during the 
day and every six hours during the night. If 
the normal rhythm is not restored at the end 
of a week, the drug should be stopped. The 
maintenance dose is 6 to 10 grains daily, which 
can be kept up for months. The signs of toxic 
effects of quinidine are tinnitus, headache, 
urticaria and diarrhea. The dangers in auricu- 
lar fibrillation are embolism from resumption 
of auricular contractions, or sudden death, due 
to lessened excitability of the sino-auricular 
and auriculoventricular node. The latter dan- 
ger is rather remote, but exists. Quinidine is 
the only drug of known value in paroxysmal 
tachycardia and its action in such cases is ex- 
plained by lessening the irritability of the new 
focus of impulse formation, and, when the in- 
dication is urgent, it may be given in large 
doses. 
A woman was seen, one year ago, on the 
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seventh day of her paroxysm and the attack 
terminated abruptly after she was given nine 
grain doses, two hours apart. The frequency 
of recurrence of attacks may be lessened by 
giving 6 to 12 grains daily. 

Extrasystoles usually do not call for the ad- 
ministration of any drug, but when frequently 
repeated and causing discomfort, if relieved 
by bromides, quinidine may be given in 3-grain 
doses, two or three times a day. To prevent 
post-operative fibrillation in hyperthyroidism, 
I have used quinidine with apparent success. 
There is no contraindication to giving quini- 
dine and digitalis at the same time. I always 
give quinidine, 6 to 9 grains daily, to patients 
with myocardial infarction to prevent such a 
serious disturbance of rhythm as ventricular 
tachycardia. 

EPHEDRINE AND EPINEPHRINE 

These drugs are useful remedies, when judi- 
ciously used, in heart block and in some cases 
of eardiac asthma. The dose should not be 
large: % grain of the former, by mouth or 
hypodermically, and not to exceed 6 minims of 
the latter, always hypodermically. Two doc- 
tors, who are under observation at the present 
time with bundle branch block and severe 
asthma, obtain more prompt and lasting relief 
from 6 minims of adrenalin than from codeine, 
morphine or dilaudid. 

DIURETICS 

In many cases of myocardial failure, with 
chronic dropsy, diuretics are of more value 
than digitalis or strophanthin. In some in- 
stances, the digitalis effect cannot be obtained 
until the edema is reduced. Whether or not 
there is anything in the view that digitalis ac- 
tion is prevented by edema fluid in the heart 
muscle, the importance of removing edema 
fluid in the tissues or in the cavities (particu- 
larly right side of chest) cannot be over em- 
phasized. To rely solely on digitalis—exclud- 
ing diuretics—in relieving edema, is poor ther- 
apy. In some cases, paracentesis of the thorax 
and multiple punctures of the ankles are ur- 
gently demanded. 

In nearly all cases, cardiac dropsy can be re- 
lieved, and the newer diuretics are usually ef- 
fective without mechanical therapy. Of the 
mercurial diuretics, salyrgan is the one of 
choice. It should always be given intravenous- 
ly—never subcutaneously. The initial dose is 
1 cc. gradually increased to 2 cc. and repeated 
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every three or four days. Diuresis begins with- 
‘n a few hours and an output of urine of 3000 
to 4000 cc. in 24 hours is not uncommon. Al- 
buminuria is not a contraindication. Ammo- 
nium nitrate, grains 30 to 35, three times a 
day, is frequently used in conjunction with 
salyrgan: used alone it is a fair diuretic, does 
not disturb the stomach and may be kept up 
for months. 

THEOPHYLLIN, YHEOBROMINE-SODIUM SALICYLATE 

Theophyllin, grains 3 to 5, after meals, or 
theobromine sodium salicylate, grains 90 daily, 
are usually effective but are stomach irritants 
and cannot be given more than two or three 
times a week. 

A word of warning in the use of these pow- 
erful diuretics is necessary. Chronic edema- 
tous fluid is laden with drugs and poisonous 
metabolic products which, if conveyed too rap- 
idly into the blood stream, may cause serious, 
if not fatal, intoxication. In many of these 
cases the 24-hour output of urine should not 
exceed 1500 cc. for the first few days and dur- 
ing this time plenty of liquids should be given. 

SUMMARY: 

Thus, a simple and practical classification of 
heart failure has been described: one that sim- 
plifies cardiac therapeusis. The importance of 
using diuretics in removing cardiac edema is 
urged, but the dangers of too rapid diuresis in 
chronic edema are emphasized. 
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DISCUSSION 

DR. W. C. BUCHLY (Roswell, N. M.): When I 
was a student in New York in the clinics, the prin- 
cipal thing we looked for was a heart murmur and 
if the patient had a murmur, that was the end 
of our search. Digitalis was our sheet anchor in 
cases of heart failure. In the early days digitalis 
was given in comparatively small does, not effec- 
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tive probably in a good many cases. Our prepara- 
tions were not standardized and when you gave it, 
you did not know how much effect you were going 
to get. When an impairment of the heart was ob- 
served, or even a likelihood of fai:ure, we com- 
menced digitalis in small doses. The thing to do 
is to give digitalis before the impairment com- 
mences. Impairment produces dilatation and dila- 
tation runs ahead of hypertrophy. The doctor re- 
commends digitalis early and continuously; if we 
commence digitalis before any signs of heart failure, 
we are liable to make a chronic out of the patient; 
so we must take this under consideration. 


In heart block we do not want to give digitalis. 
I believe, as Dr. John Bohan said, a good many of 
us give digitalis in too large does and too fast. In 
my early experience I was rather cautious with 
digitalis and did not believe in rushing it and still 
think we should make haste slowly, except in an 
emergency. I also think that we are too careless 
in giving it by drops. A drop might contain any- 
where from two to four minims and if we give 
it by drops we do not know how much the patient 
is getting. We should have some graduate which 
would measure it by minims. In giving digitalis, 
we should watch very carefully to see the effect. 
All patients, even of the same weight, do not stand 
the same amount of digitalis. We should be pre- 
pared to reduce the dose, or even increase it if 
necessary. I was glad to hear Dr. Bohan say what 
he did about having used it as a heart stimulant. 
I believe opiates are a good thing sometimes in 
these heart cases. I have an old asthmatic patient, 
with a cardiac regurgitation. He is often very rest- 
less and more or less delirious. I give him codeine 
to use at these times and bromides to quiet him 
down and the trouble clears up. It is most satis- 
factory to the family and to the nurse. 


DR. G. WERLEY (El Paso, Texas): In regard to 
digitalis, some give it in massive does routinely. I 
have seen very serious results from this procedure 
where the signs of over-dosage had not been rec- 
ognized. A sick person has enough to contend with 
without slowing the pulse to the point of heart 
block. That is approaching the lethal dose. How- 
ever, in heart block due to disease, digitalis may be 
given if there is heart failure. 


As to fibrillation with slow pulse rate, I do not 
know whether digitalis is always indicated, espe- 
cially if the heart rate and the pulse rate are 
equal. I have a patient who has been fibrillating 
20 years. He has taken no digitalis because it 
makes him dizzy and causes ocular disturbances. 
He has remained fairly well. 


Occasionally in cardiac asthma, adrenalin or 
ephedrine is helpful. A great many cases of heart 
failure give history of allergy and such may de- 
velop a true asthma along with their heart failure. 

In heart failure with edema I am convinced that 
getting rid of the edema is most essential. Salry- 
gan is the least toxic of the mercurial diuretics and 


429 


also the most efficient. It may, if necessary, be 
used for months with only short intervals of rest. 
Ammonium nitrate given in large doses at the 
same time, increase the urinary output. Theocin is 
highly useful in getting rid of edema. Where con- 
tinous heart failure is to be dealt with and 
edema tends to recur, I combine a small dose of 
theocin with digitalis . Theocin also goes well with 
salyrgan. I find compound jalap powder also ex- 
cellent in edema and it too works well with salyr- 
gan, perhaps because the potassium bitartrate in it 
tends to make the urine acid. In a recent case, 
elaterin seemed to succeed after modern drugs had 
not entirely removed the edema. Digitalis is still 
the old standby in heart failure, but, so long as any 
edema is left, the heart will not work so well as it 
will when the edema is all gone. 

In some cases of heart failure full doses of thy- 
roid will get rid of the edema where other drugs 
have failed. So one should remember to look for 
signs of hypothyroidism in these cases. 


Dr. Bohan has handled the subject in masterly 
fashion and I have enjoyed his paper very much. 


DR. H. A. MILLER (Clovis, N. M.): I think the 
mentality of the general practitioner is very cha- 
otic in regard to the use of digitalis and wish to 
thank Dr. Bohan for giving us definite indications 
for its use. I should like to ask him in regard to 
the use of mercurial diuretics when the blood pres- 
sure is high—also whether he pays any attention to 
the use of calcium. 

DR. F. D. VICKERS (Deming N. M.): I should 
like to ask Dr. Bohan if he believes in giving digi- 
talis in flu cases. 

DR. BOHAN (closing): Regarding the question 
of the use of digitaiis in flu cases, I think it is con- 
traindicated unless fibrillation develops. This is a 
good question to bring up, however, as it becom- 
ing recognized that serious forms of heart failure 
may complicate the flu. We have had autopsies on 
three such cases this year. 

As to Dr. Miller’s question about the use of mer- 
curial diuretics when there is a high blood chem- 
istry our practice is to use them very cautiously, if 
at all. We do not use mercurials for nephritic 
edema, but albuminuria, due to congestive heart 
failure, is not a contraindication to the use of 
salyrgan in cases with cardiac edema. 


I was glad to hear Dr. Werley emphasize the 
frequency of heart block from over dosage of digi- 
talis. I would hesitate to use digitalis for its effect 
on tone when there is evidence of incomplete block 
or bundle branch block, but if the block is complete 
it can do no harm. 

Adrenalin relieves the broncho-spasm in about 50 
per cent of the cases of cardiac asthma. Neither 
clinical studies nor post mortem findings support 
the belief that either cardiac asthma or angina 
pectoris is an allergic phenomenon. 

I want to express my appreciation for your cour- 
tesy and for the generous discussion of my paper. 
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PUBLIC HEALTH NOTES 


J. ROSSLYN EARP, Dr. P. H. 
Director New Mexico State Bureau of 
Public Health. 





THE UNDERNOURISHED CHILD 

At the invitation of the Children’s Bureau, 
U. S. Department of Labor, I was privileged to 
attend on October 6 a conference in Washing- 
ton which was held under the modish title of 
Child Health Recovery. This title was severe- 
ly criticized by some of the participants on 
the ground that there cannot be recovery with- 
out a setback and, as Professor Haven Emer- 
son, president of the American Public Health 
Association, insisted, the health of America’s 
children as judged by all kinds of mortal- 
ity statistics has been steadily improving all 
through the depression. He would not admit 
that malnutrition had increased to any marked 
degree between 1929 and 1933 or that any new 
machinery is necessary to discover which chil- 
dren are malnourished. 


Under such criticism the plan presented by 
Dr. Julius Hess on behalf of an “executive 
committee” was accepted with only moderate 
enthusiasm. The plan called for the initiation 
of committees by states, counties, and locali- 
ties, whose function would be, first, the dis- 
covery of cases of malnutrition and, second, 
the application of remedies. 

Mr. Hopkins, the federal relief administra- 
tor, addressing the conference, flatly refused 
to allow money for routine medical examina- 
tions of children, but insisted that money is 
available to give adequate nourishment to the 
six million children on the relief rolls who are 
not now getting what they should. If special 
diets are indicated, they, too, must be provided. 

It is comforting to know that no child on the 
relief rolls need be malnourished for lack of 
the money needed to buy food. But one won- 
ders, rather sadly, how many will be malnour- 
ished because they eat the wrong food, or eat 
under the wrong conditions (fatigue, emotion) 
so that they do not digest their food, or fail to 
eat what is provided because they have no ap- 
petite (focal infections, insufficient sleep, can- 
dy between meals). How comparatively in- 
expensive is the public health nurse who in- 
culcates “health habits” and brings to the fam- 
ily doctor those children who need his help 
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more than they need that of the local relief 
committee. 
PASADENA, 1934 

The next meeting of the American Public 
Health Association will be held at Pasadena. 
No doubt the Southwest will be more ade- 
quately represented than it was at Indianapo- 
lis this year. Many distinguished sanitarians 
will pass through our cities on their way to 
and from the convention. Let us bear in mind 
the opportunity to secure some of them as 
speakers at our own health conventions in the 
fall of 1934. 


Santa Fe contended unsuccessfully for the 
honor of being host to the next convention. 
Pasadena had a great advantage in that it had 
entered for several years in the intercity cham- 
ber-of-commerce health-conservation contests. 
Southwestern chambers of commerce: please 
note the moral. 

Many excellent papers read at the conven- 
tion will be appearing in the American Jour- 
nal of Public Health. One that especially 
roused my interest was read by Dr. Louis I. 
Dublin on the increase in the death rate from 
diseases of the heart. By analysis of these 
deaths into sex and age groups, Doctor Dublin 
showed that deaths in the younger age groups 
from heart disease are actually declining and 
that the great increase is in the older age 
groups and almost all among males. Doctor 
Dublin pointed out that deaths from heart dis- 
ease in the younger age groups are due to in- 
fection and that, due to better housing as well 
as to preventive medicine, rheumatic infection 
is being combated successfully. He did not at- 
tempt to explain the great increase in the force 
of mortality from degenerative disease of the 
heart among the older males. Some years ago 
Dr. P. K. Holmes’ drew attention ot the fact 
that “in the last 45 years the use of cigarettes 
has increased 700 per cent in the United 
States,” and to the parallel increase in deaths 
from the degenerative diseases and to the dis- 
proportion in the force of mortality as between 
the sexes. The rapid acquisition of the cigar- 
ette habit by the present generation of women 
should provide a useful control. 

Among the scientific exhibits, one that at- 
tracted much attention was the exhibit of the 
food and drug administration of the U. S. De- 
partment of Agriculture. This was in illustra- 
tion of their bill which has been introduced in- 
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to the Senate and will come up for debate 
early in the new year with the following ob- 
jects: 

(1) Prevention of false advertising of foods, 
drugs and cosmetics; 

(2) Prevention of traffic in poisonous cosmetics; 

(3) Establishment of safe tolerances for added 
poisons in food; 

(4) Establishment of legally binding definitions 
and standards for foods; 

(5) Power to require pcrmits for manufacture 
of potentially dangerous products when public 
health cannot otherwise be safeguarded; 

(6) Prevention of curative claims for drugs 
when such claims are contrary to the general agree- 
ment of medical opinion; 

(7) Requirement for definitely informative la- 
bels for food and drugs; and 

(8) Power to protect the public health from fu- 





ture products and practices which may prove dan- 
gerous, 
It is desirable that physicians should ac- 


quaint themselves and their patients with the 
provisions of this bill—Senate Bill 1944. 
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EMERGENCY RELIEF AND THE 
PHYSICIAN. 








Although nearly every medical journal ot 
recent months has had something on Emerg- 
ency Relief and the reimbursement of physi- 
cians for services rendered, there is still much 
confusion in the minds of many physicians re- 
garding this. 

The following editorial from the Journal ot 
the American Medical Association summarizes 
the situation very definitely, and is here re- 
printed for the information of readers of this 
journal who may not have seen the former 
journal: 


According to a rule promulgated, June 23, by the 
Federal Emergenay Relief Administration, state 
emergency relief administrators must provide ade- 
quate medical service for persons on relief rolls. The 
administration has now issued rules . . showing 
how this is to be done. Money granted to the states 
from the Federal Emergency Relief Fund may be 
used to pay for medical services and supplies for 
patients in their homes. All hospital expenses must 
be paid for from state or local funds. Federal mon- 
ey is not to be used to support existing medical, 
dental and nursing relief services but only to aug- 
ment those services. State and local relief agencies 
are expected to operate through agreements with 
the organized medical, dental. and nursing profes- 
sions, state and local. Within legal and economic 
limitations, the traditional relations between pa- 
tients and their physicians, dentists and nurses are 
to be maintained. Professional services rendered 
ratients cn relief rolls must be cf the same type as 
those rendered private patients and are to be paid 
for at agreed rates, due allowance being made for 
the conservation of relief funds. The common aim. 
as stated by the administration, is the provision of 
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gocd medical service at low cost, to the benefit of 
of the indigent patient and the physician, nurse, 
dentist and taxpayer. It is hoped that physicians 
will enter heartily into the spirit of these rules and 
join with the Federal, state and local relief agencies 
in making them effective. 

In addition, we print below, in full, the 


“Rules and Regulations Governing Medical 
Care Provided in the Homes for Recipients of 
Unemployment Relief.” 

The final and essential step is for state and 
county medical societies to formulate an agree- 
ment with the local administrators of federal 
relief. If they are unable to come to agreement 
under the Rules and Regulations promulgated 
from Washington, it would be in order to take 
the matter up with the national headquarters, 
so that local administrators who are out of 
sympathy with the ideas of the medical pro- 
fession may be brought to time. 


The Federal Emergency Relief Administration, 
Washington, D. C., makes available the following 
statement as a guide to its personnel and to the 
public: 

The following regulations, governing the provi- 
sion in the home of medical care (includes “medi- 
cine, medical supplies and/or medical attendance’) 
to persons eligible for unemployment relief, are here- 
by established. 

1. Policy.—A uniform policy with regard to the 
provision of medical, nursing, and dental care for 
indigent persons in their homes shall be made the 
basis of an agreement between the relief adminis- 
tration and the organized medical, nursing, and 
dental professions, state and/or local. The essence 
of such a policy should be: : 

(a) An agreement by the relief administration 
to recognize within legal and economic limitations 
the cvraditiona! “amily and family-physician rela- 
tionship in the authorization of medical care for in- 
digent persons in their homes; the traditional 
physician-nurse relationship in the authorization of 
bedside nursing care; the traditional dentist-patient 
relationship in the authorization of emergency den- 
tal care; and : 

(b) An agreement by the physician, nurse (or 
nursing organization) and dentist to furnish the 
same type of service to an indigent person as would 
be rendered to a private patient, but that such auth- 
erized service shall be a minimum consistent with 
good professional judgment and shall be charged 
for at an agreed rate which makes due allowance 
for the conservation of relief funds. 

The common aim should be the provision of good 
medical service at a low cost—to the mutual bene- 
fit of indigent patient, physician, nurse, dentist and 
taxpayer. 

The policy adopted shall be to augment and ren- 
der more adequate facilities already existing in the 
community for the provision of medical care by the 
medical, nursing and dental professions to indigent 
persons. It shall imply continuance in the use of 
hospitals, clinics and medical, dental and nursing 
services alreadv established in the community and 
raid fcr, in whole or in part, from local and/or 
state funds in accordance with local statutes or 
charter provisions. Federal emergency relief funds 
shall nct be used in Jieu of local and/or state funds 
to nay for these established services. 

The phrase “in their homes” shall be interpreted 

(Continued on page 435) 
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HIGH LIGHTS OF SOUTHWESTERN 
MEETING 

It was a highly successful and satisfactory 
meeting. Officers, program committee and en- 
tertaining society, in spite of an excellent pro- 
gram and fine preparation, feared the attend- 
ance would be small and the interest not up to 
average. This did not prove to be the case, the 
attendance and interest being equal to those 
for any meeting of recent years. At the even- 
ing clinical meeting at Beaumont Hospital, at 
least 140 members and guests, outside of the 
hospital staff, attended. At the banquet, when 
the ladies participated, about 200 were pres- 
ent. Some of the scientific meetings were not 
well attended, and those who failed to attend 
the closing discussions on Saturday afternoon 
probably missed the most enjoyable and val- 
uab!le hour of the convention. However, it is 
‘nothing unusual for doctors to “cut” the sci- 
entific programs at a medical meeting. The 
local arrangements were well taken care of, 
the spacious quarters of the El Paso Club, on 
the tenth floor of the Hotel Hussmann, being 
turned over to the El Paso County Society for 
this meeting, permitting a very excellent ar- 
rangement for registration, scientific exhibits, 
one commercial exhibit, and the auditorium 
for the scientific meetings. 

The registration, in charge of Dr. Leslie M. 
Smith, was taken care of very efficiently by 
Mr. Appel and assistants from the Ladies’ 
Auxiliary. The women also had their own reg- 
istration in the lobby of the hotel. 

This meeting for the first time had a credit- 
able Scientific Exhibit; arrangements for this 


were in charge of Dr. George Turner. Light 
boxes for films and tables for other exhibits 
were provided. This is just a beginning, be- 
cause the use of scientific exhibits has become 
a major feature in all medical meetings of any 
importance, and they will continue to grow in 
size and importance in our own. Perhaps the 
most interesting exhibit shown was the one by 
Dr. Dutton, demonstrating the preparation of 
bacteriophage, the Eagle flocculation test for 
syphilis and the electrophoretic charge of bac- 
teria. Several series of x-ray films, illustrating 
various interesting medical and surgical condi- 
tions, were on exhibit. The development of the 
scientific exhibit will be an important phase of 
the next annual meeting. 

The clinical meeting at the William Beau- 
mont Hospital was not only the most interest- 
ing session of the convention, but was a model 
for the presentation of clinical case reports. 
The Association remains under great obliga- 
tion to the staff of this hospital for their coop- 
eration in the El Paso meetings. 

There was no tendency at this meeting for 
authors of papers to exceed their time limit. 
The enthusiasm of some discussants caused 
them to emulate Joshua and fancy they had 
stopped the passage of time, but this proved 
not to be serious and the program was com- 
pleted on time. Four papers were read by ti- 
tle, the time allotted to them being given over 
to discussion in preference to having the pa- 
pers read in the absence of the authors. 

In the election of officers, Dr. David M. Da- 
vis of Phoenix, a comparatively new member 
of the Association, who evidently has very fa- 
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vorably impressed the members of the organ- 
ization, was chosen president-elect, with Dr. 
J. J. Gorman, of El Paso, vice-president, and 
Dr. W. W. Watkins re-elected secretary-treas- 
urer. The Association chose to return to El 
Paso for the 1934 meeting, on account of im- 
portant plans which will affect the develop- 
ment of the organization and for the proper 
consideration of which a large body of the 
membership is necessary. 

Detailed report of the meeting will appear in 
next month’s journal. 





MEDICAL LIBRARY IN 
PHOENIX 


With the formation of a library Board with- 
in the Maricopa County Medical Society, with 
the responsibility of developing and maintain- 
ing a medical library, this project took on a 
new lease of life. With commodious quarters 
supplied, without rental charge, in the Profes- 
sional Building, this Society has the opportun- 
ity to develop and maintain a library of great 
value to all doctors within reach of its facili- 
ties. 

The amendment to the Constitution provid- 
ing for the Board is as follows: 


There shall be a Library Board which shall be re- 
sponsible for the maintenance and development of 
the medical library of the Society. This Board shall 
consist of five members, one of whom shall be elect- 
ed annually, to serve five years. (Immediately upon 
the adoption of this amendment, the Board members 
shall be elected as follows: One to serve the remain- 
der of the current year (1933); one to serve through 
the year 1984; one to serve through the year 1935; 
one to serve through the year 1936; one to serve 
through the year 1937. At the annual meeting at 
which officers for the year 1934 are elected, a 
Board member shall be elected to serve five years, 
* annually thereafter one member shall be elect- 


The Board may elect its own chairman, secretary 
and treasurer, and shall have authority to solicit, 
collect and expend funds for the maintenance of the 
library and the development of its facilities. Such 
funds are to be voluntary contributions, supple- 
mentary to any appropriation made by the Society 
for library expense. 

If a vacancy occurs in the Library Board, by rea- 
son of death, removal or resignation, the vacancy 
shall be filled by election at the next regular meet- 
ing of the Society. Three members of the Board 
shall be a quorum for the transaction of business. 

The Board shall elect a librarian from the mem- 
bership of the Society and may employ such clerical 
help as necessary for maintaining the library and 
developing its facilities; provided, however, that 
they will contract no indebtedness in the name of 
the Society, and that they will furnish the Board 
of Directors with a budget showing their proposed 
expenditures and sources of income and secure the 
ts of the said Board of Directors, or of the 
society, 
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The Library Board is empowered to make and 
enforce rules regarding the use of the library and 
its facilities, subject to the approval of the society. 
They shall report to the Board of Directors, when 
requested, and annually to the Society, regarding all 
funds collected and expended by them, as well as 
regarding all other activities connected with the 
Library. 

The Library Board shall copoerate with the Com- 
mittee on Scientific Work and Program by assem- 
bling, summarizing and distributing information; 
by helping to arrange attractive and interesting 
scientific programs; and by stimulating the mem- 
bers of the Society to improve themselves in the 
knowledge of the art and practice of medicine. 


The Board members elected were Drs. Fred 
G. Holmes, Orville H. Brown, Louis B. Bald- 
win, George E. Shields and Thomas W. Wood- 
man. At their first meeting, Dr. Orville H. 
Brown was made chairman and Dr. George E. 
Shields, Secretary-Treasurer. Dr. W. W. Wat- 
kins was elected Librarian by the Board. A 
custodian of the library will be on hand each 
day (except Sundays and Holidays) from 11 
a.m. to 3 p.m.; later the hours will be length- 
ened. The library has available about 90 medi- 
cal journals, besides several hundred books. 





RICHARD EMORY YELLOTT 
(Benson, Ariz.) 


One of the best known practitioners of 
southern Arizona was lost to the profession, 
in the death of Doctor Richard E. Yellott, of 
Benson, on November 28th. He died as the re- 
sult of cardiac complications. Dr. Yellott was 
fifty-eight years of age, took his medical work 
in the University of Virginia, from which he 
graduated in 1905. He was licensed in Arizona 
in 1912, and had practiced for more than 
twenty years, pracitcally all of this time at 
Benson. He was an active member of the Co- 
chise County Medical Society, the Arizona 
State Medical Association and was a Fellow 
of the American Medical Association. In his 
community and in the medical profession gen- 
erally there will be a loss hard to fill. 





ROBERT F. HOGSETT 
(Albuquerque) 


The accidental death of Doctor Robert F. 
Hogsett, of Albuquerque, cut short a very 
promising career in medical practice and was 
a shock to all his confreres in Bernalillo Coun- 
ty. He sustained a fractured skull as the result 
of a fall through an open trap-door in a garage. 
He never regained consciousness, and died on 
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November 26th. Dr. Hogsett was only thirty 
years of age, was unmarried and resided with 
his parents. He was born in Bethlehem, Pa., 
and graduated from Jefferson Medical College 
in Philadelphia in 1926. He had practiced in 
Albuquerque four years, and was one of the 
most prominent of the younger professional 
men. He was a Mason and was president of 
the 20-30 service club. He was medical ad- 
visor for the ‘Sandia Civilian Conservation 
Corps camp and worked with the county 
health board. He was a member of the Berna- 
lillo County Medical Society and of the New 
Mexico State Medical Society. 





EL PASO COUNTY MEDICAL 
SOCIETY. 


November 13, 1933. 
(Reported by Dr. Leslie M. Smith, Secretary). 


1. .Impressions Concerning Surgery in Europe: 
J. Leighton Green, El Paso, Texas. ; 

2. Horseshoe Kidney, Report of Four Cases: 
K. D. Lynch, M. D., and Robt. F. Thompson, M. D., 
El Paso, Texas. 


The El Paso County Medical Society met Mon- 


day, November 13, at 8 o’clock, at Hotetl Hussman. 
Dr. Mitchell presented a case from the county 
hospital for further observation. This patient had 
been presented at the previous meeting. The diag- 
nosis lay between syphilis of the stomach and ulcer. 
Marked benefit had resulted from medical treat- 


ment. The case was dicussed by Dr. T. J. Mc- 
Camant. 

Dr. F. D. Garrett presented a case of tumor at 
the brim of the right pelvis, which was thought to 
be an extra lobe of the liver, and another case of 
tumor in the epigastric region causing jaundice. 
This patient was operated on elsewhere and cystic 
tumor containing a gelatinous mass was found. It 
was. adherent to the liver, intestines, and gall- 
bladder. These cases were dicussed by Doctors Paul 
Gallagher, F. P. Miller, W. L. Brown and K. D. 
Lynch, 

Dr. J. Leighton Green gave his impressions of 
surgery and surgeons in the various European 
clinics which he recently visited. He contrasted 
the type of work done, the hospital atmosphere, 
and the personalities of the surgeons of different 
nationalities. Dr. Green stated that his visits to 
the European clinics were quite interesting and in- 
structive; but that on the whole American surgery 
compares very favorably with that of any European 
nation. Dr. Green’s paper was read by Dr. E. W. 
Rheinheimer and discussed by Dr. Mott Rawlings. 

Drs. K. D. Lynch and Robt. F. Thompson pre- 
sented a paper on horseshoe kidney, with a report 
of four cases. They stated that the horse-shoe 
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kidneys are very prone to pathological developments 
on account of urinary stasis. The usual conditions 
met with are renal calculi, hydronephrosis, pyone- 
phrosis, pyelitis, tuberculosis, and tumors. The 
treatment is usually surgical and depends upon the 
type of pathology. The paper was illustrated by 
lantern siides. Discussion by Drs, W. R. Curtis, 
W. R. Jamieson, M. Rawlings, and Major Raycroft. 

The secretary read a letter from the management 
of Hotetl Hussman offering the Medical and Surgi- 
cal Association of the Southwest the use of the El 
Paso Club for their meetings and social functions, 
The society instructed the secretary to write a 
letter of appreciation to the Hussman for this 
courtesy. 

Dr. Ralph Homan moved that four dollars of the 
dues be refunded to each member for 1934. This 
motion was seconded and carried. 

Dr. T. J. McCamant stated that he could supply 
a room in the Health Department Building for the 
medical library. The society voted to accept this. 

Adjournment was at 10 p. m. 





PIONEER DAYS IN ARIZONA by Frank C., Lock- 
wood, University of Arizona. Tucson, Ariz. Publish- 
ed by the Macmillan Company. Price $4.00. Can 
be bought from the author. 

This is the only one volume history of Arizona 
from the Spanish occupation to statehood. It gives 
the best. panoramic description of the stirring events 
which have made Arizona a land of romance. The 
different Indian uprisings and revolts are treated 
with a sympathetic understanding and eminent fair- 
ness to the Indian chiefs. While its subject matter 
is concerned chiefly with Arizona, it must neces- 
sarily include much of interest to New Mexico and 
California. The book was read in two evenings by 
the reviewer with no desire to lay it aside. It is 
more interesting than any book of fiction. The 
author is a brother of Dr. Charles D. Lockwood, 
now deceased, formerly widely known surgeon of 
Pasadena, Calif. 

The book will serve many useful purposes, be- 
sides giving pleasure and profit to any reader. As 
a Christmas present to any boy or girl in Arizona, 
or to friends or relatives in the east, it will be an 
excellent demonstration of one’s own pride in Ari- 
zona. It is not likely that second edition of the 
book will be printed. The author’s former book 
on “Arizona Characters” is now out of print and 
copies are in demand at a high premium when they 
can be found. The following abstract is taken 
from “The Yale Review:” 

“The author is a professor in his State University 
and the book is evidently a labor of love. It is 
scholarly, comprehensive and entertaining. Well- 
nigh a model of what a single-volume state history 
designed for the general reader should be. Visitors 
to the Southwest who care enough about the region 
to read a serious and informative narrative of how 
it came to be, will hardly find a better reference 
than Lockwood’s “Pioneer Days in Arizona.” 

W.W.W. 
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EMERGENCY RELIEF AND THE PHYSICIAN 
(Continued from page 431) 

to include office service for ambulatory patients, 

with the understanding that such office service shall 

not supplant the services of clinics already provided 

in the community. 

2, Procedure-—A uniform procedure for authori- 
zation of medical, nursing, and dental care in the 
home shall be established by each state and/or local 
emergency relief administration. This procedure 
shall not be in conflict with the following require- 
ments: 

(a) Written Order—All authorizations for medi- 
cal, nursing and dental care shail be issued in writ- 
ing by the local relief officer, on the regular relief 
order blank, prior to giving such care; except that 
telephone authorization shall immediately be fol- 
lowed by such a written order; and provided that 
authorizations for bedside nursing care shall be 
based on a recommendation by the attending physi- 
cian, in cases where a physician is in attendance, 
who shall certify to the need for nursing service as 
part of the medical care. Authorizations for medicine 


and medical supplies shall also be issued in writing. 


and, in general, such authorizations shall not be is- 
sued except on written request of the physician 
authorized to attend the person for whose use they 
are desired. 

(b) Acute Iliness.—Authorizations for medical 
care for acute illness shall be limited to a definite 
period and a maximum expenditure or number of 
visits (i. e., not more than two weeks or ten visits), 
according to the standard agreement made between 
relief officials and physicians under regulation 1. 
Medical care in excess of this period shall not be 
authorized until after a reinvestigation of the case 
in the home by the local emergency relief adminis- 
tration. 

(c) Chronic Iliness.—Medical care for prolonged 
illnesses, such as chronic asthma, chronic heart dis- 
ease, chronic rheumatism, diabetes, etc., shall be au- 
thorized on an individual basis, and, in general, vis- 
its shall be limited in frequency (i. e., not more than 
one visit per week for a period not exceeding two or 
three months) by agreement. Nursing care for such 
chronic illnesses shall, in general, be authorized in 
accordance with the need for such care as indicated 
by the attending physician. If necessary, more fre- 
quent visits, by the physician or nurse, for an acute 
attack occurring in the course of a chronic illness, 
may be authorized. Care for chronic illness author- 
ized under this section shall supplement and not 
supersede existing community services, such as vis- 
iting nursing service or institutional care. 

(d) Obstetric Care.—Authorization for obstetric 
service in the home shall include an agreed mini- 
mum number of prenatal visits (where possible), 
delivery in the home, and necessary postnatal care. 
Due caution shall be exercised that this authoriza- 
tion for delivery in the home does not involve un- 
due risk to the patient for whom hospital care may 
be imperative. The physician authorized to attend 


the confinement in the home shall be responsible for. 


certifying to the local relief administration that, in 
his professional judgment, delivery in the home will 
be safe. 

(e) Special Services.—Medical and nursing serv- 
ices not covered above shall be authorized on an in- 
dividual basis, subject to the general provisions of 
the agreement made under regulation 1. Special 
dental service shall be subject to a similar proce- 
dure. 

Medical care shall not ordinarily be authorized by 
telief administrations for conditions that do not 
cause acute suffering, interfere with earning capac- 


MEETING THE PROBLEM OF 


MALNUTRITION 


—especially in children who dislike milk 

While malnutrition in children may be due to 
premature birth, to some constitutional debility or 
the development of some serious disease, the great 
majority of cases are due to improper or faulty diet. 

Insufficient milk is by far the most serious fail- 
ing in children’s diets. This is due, no doubt, to the 
fact that so many youngsters dislike milk and re- 
fuse to drink it. More and more physicians are 
meeting this problem by prescribing Cocomalt— 
which is as alluring as chocolate soda to children. 

Prepared as directed, Cocomalt adds 110 extra 
calories to a cup or glass of milk—increasing the 
protein content 45%, the carbohydrate content 
184%, the mineral content (calcium and phosphor- 
us) 48%. It is rich in Vitamin D, containing no 
less than 30 Steenbock (300 ADMA) units of Vita- 
min D per ounce (under license by Wisconsin Uni- 
versity Alumni Research Foundation). 

This rich Vitamin D content, combined with the 
extra calcium and phosphorus Cocomalt mixed with 
milk provides, aids substantially in 
the development of strong bones 
and teeth. 

At grocery and drug stores in %-lb. and 1-lb. 
vacuum-sealed cans. Also in 5-lb. cans for hos- 


pital use, at a special price. R. B. Davis Co., 
Hoboken, N. J. Cocomalt is ac- 
FREE TO PHYSICIANS pt aech Don 
Send your name and address fora Foods of the 
trial-size can of Cocomalt, free. American Med- 

‘wt 90 Our raat teal 


Gcomalt 


DELICIOUS HOT OR COLD 


Cocomalt is a scientific food concentrate of sucrose, skim milk, 
selected cocoa, barley malt extract, flavoring and added Vita- 
min D. 
ADDS 70% MORE FOOD-ENERGY TO MILK 
(Prepared according to label directions) 





—  R.B. DAVIS CO., Dept. BX12, Hoboken, N.J. 


Please send me a trial-size can of Coco- 
malt, free. 
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ity, endanger life, or threaten some permanent new 
handicap that is preventable when medical care is 
sought. 

(f) Accessory Services.—Emergency dental care 
and bedside nursing service, for indigent: persons in 
their homes, may be authorized subject to the exist- 
ing general policy of the state and/or local relief ad- 
ministration. 

(1) Dental care shall, in general, be restricted to 
emergency extractions and repairs. Dentists and 
dental care shall be subject to the same general re- 
strictions indicated for physicians under regulation 
l 

(2) Bedside nursing care, where authorized, 
shali conform to a procedure comparable to the one 
outlined tor physicians above, and shall be provided 
under an agreement made between relief adminis- 
trations and nursing organizations, state and/or 
local, under the same principles suggested for physi- 
cians under regulation 1. Standards of accredited 
local nursing organizations shall be followed by 
nurses giving authorized bedside nursing care to in- 
digent persons in their homes. Such authorized bed- 
side nursing care shall not supersede or supplant 
existing local official services giving such care un- 
der the provisions of local law. 

(g) Fee Schedule—The agreement between the 
state and/or local retief administration and the or- 
ganized professional groups of physicians, nurses 
and dentists, state and /or local, established under 
regulation 1, shall include a fee schedule covering 
the basic and special services outlined in sections 
(6) to (f), inclusive, of this regulation. In the in- 
terests of simplified accounting it is suggested: 
That a flat rate be established, on a per visit basis 
for the usual care given to acute and chronic ill- 
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ness (sections (b) and (c) above), for attendance 
at confinement (section (d) above), for emergency 
extractions (section (f) above), and for a beasiue 
nursing visit (section (f) above); and that all spe- 
cial services (medical, nursing or dentai) be cov- 
ered by an agreed reduction trom the usual mini- 
mum tee schedule for such services with an agreed 
maximum fee. A recognized difterential in fee shail 
be established between a home and an office visit. 
All fees shall be established on the basis of an ap- 
preciable reduction from the prevailing minimum 
charges for Similar services in the state and local 
communities, with due recognition of the certainty, 
simplicity and promptness of. payment that author- 
ization from the local reiief administration insures. 
This schedule shall only apply where the expendi- 
ture of federal relief funds is involved and shall not 
preclude the payment of additional amounts from 
local funds. 

Where bedside nursing care is authorized, the flat 
rate per visit shall be established by agreement at 
not to exceed the certified cost per visit established 
for accredited visit nursing organizations in the 
state or local district. 

(h) Bills. —Physicians, nurses (or nursing or- 
ganizations) and dentists who are providing auth- 
orized medical care to indigent persons in their 
homes shall submit to the local relief official, 
monthly (within ten days after the last day of the 
calendar monht in which such medical care was 
provided), an itemized bill for each patient. Each 
bill shall be chronologically arranged and shall con- 
tain at least enough information to permit proper 
audit (i. e., name, age and address of patient; gen- 
eral nature of illness or diagnosis; whether home 
or office treatment; dates of service; and status of 
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and treatment of tuberculosis in 
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case at end of month—cured, sent to hospital, dead, 
needs further care, etc.). Bills for medical care 
shall be accompanied by the original written order 
for such care, except for cases in which medical 
service under an authorization has not terminated 
during the calendar month covered by the bill, in 
which cases the bill shall show, in addition to the 
details required above, the date and serial number 
of the outstanding order. Retroactive authorizations 
shall not be issued or honored for payment. 

Bills for special and accessory services, outlined 
under sections (e) and (f) above, shall give full de- 
tails of such services, and bill for medicines and 
medical supplies, under (i) below, shall be subject 
to the same general requirements. Bills for drugs 
shall list the name and quantity of each. The form- 
ula and number of each prescription costing more 
than 25 cents shall be submitted with or made a 
part of the pharmacist’s bill. 

Note.—The submission of bills and their audit and 
authorization for payment will be simplified if the 
state emergency relief administration provides a 
suitable bill form. 

(i) Medicine and Medical Supplies.—Physicians 
providing authorized medical care to indigent per- 
sons shall use a formulary which excludes expen- 
sive drugs where less expensive drugs can be used 
with the same therapeutic effect. When expensive 
medication is considered essential by the authorized 
attending physician, it may be authorized after con- 
sultation with the local medical advisory ccmmit- 
tee. 

Prescriptions for necessary drugs and medicine 
shall be restricted to the National Formulary or 
the United States Pharmacopeia. To avoid exces- 
sive expenditures for remedies of unknown or doubt- 
ful value, propri-tary or patent medicines shall not 
be authorized. 
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State and/or local relief officials are urged to 
make trade agrgeements with pharmaceutical or- 
ganizations' and druggists for uniform or reduced 
rates for prescriptions. 

Authorizations for medical supplies shall be re- 
stricted to the simplest emergency needs of the pa- 
tient consistent with good medical care. 

In general, authorizations for medicine and med- 
ical supplies shall not be issued except on written 
request of the physician authorized to attend the 
person for whose use they are desired. 

3. Authority—The state emergency relief ad- 
ministration, responsible for the distribution of fed- 
eral and state emergency relief funds to local relief 
administrations, shall give approval to such state- 
ments of policy, proposed fee schedules, and de- 
tailed procedures, governing the provision of medi- 
cal, nursing ard dental care in the home to recipi- 
ents of unemployment relief, as may be established 
by state and/or local relief administrations, in ac- 
cordance with the provisions of regulations 1 and 
2, above, before such policies, schedules and proce- 
dures shall take effect. It shall be the responsibil- 
ity of the state emergency relief administration to 
formulate a program of medical, nursing and den- 
tal care for indigent persons in their homes, which 
shall not be in conflict with the provisions of regu- 
lations 1 and 2, above, and to make sure, by giving 
or withholding apyroval, that analogous programs 
formulated by local relicf administrations shall not 
be in conflict with such state program. 

(a) State and Local Professional Advisory Com- 
mittees.—State and !ncal relief administrations shall 
request the presidents of the state and ‘oral m2ri- 
cal, nursing. dental and pharmaceutical organiza- 
tions, respectivelv. to designate an existing commit- 
tee or apnoint a special committee. to advise them 
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in the formulation and adoption of adequate pro- 
grams for medical, nursing and dental care in the 
home for indigent persons. The relief administra- 
tions shall be responsible for the final adoption of 
such programs. Ihe medical, nursing, dental and 
pharmaceutical advisory committees can assist these 
aaministrations in maintaining proper professional 
standards and in enlisting the cooperation of the 
constituent, professional membership in such pro- 
grams. Local medical, nursing and dental pre- 
grams submitted to the state relief administration 
tor approval should be submitted to the appropriate 
professional advisory commitee for comment, before 
tinal approval is given. The appropriate profes- 
sional advisory committees should be consulted by 
re.ief administrations with regard to disputed prob- 
lems of medical, nursing and dental policy and 
practice. 

(b) Licensed Practitioners of Medicine and Re- 
iated Professions—When a program of medical 
care in the home for indigent persons has been offi- 
cialy adopted, participation shall be open to all 
physicians licensed to practice medicine in the state, 
subject to local statutory limitations and the gen- 
eral pclicy out.ined in r-gulation 1, above. Physi- 
cians authorized by relief officials to give medical 
eare under this program shall have accepted, or 
shall be willing to accept, the regulations and re- 
strictions inherent in such a program. In order to 
provide adequate medical care it may be desirable 
for local relief officials to manitain on a district ba- 
sis a list or file of physicians in the community who 
have agreed in writing to comply with the officially 
adopted program. Such a list of physicians should 
a‘so facilitate a more equitable distribution of or- 
ders for medical services. 

A similar policy and procedure shall be followed 
in the preparation of approved lists of nurses, den- 
tists and pharmacists. Licensure and/or registra- 
tion to practice their respective professions in the 
state shall be a prerequisite to approval of gradu- 
ate nurses. dentists and pharmacists for author- 
ized particination in the officially approved state 
program for the provision of medical care for indi- 
gon*t persons in their homes. 

(c) State Program for Medical Care to Indigent 
Persons in Their Homes.—When the state emerg- 
encv relief administration hes adopted a uniform 
nrogram for medical, nursing and dental care for 
indicent. nersons in their homes, in accordance with 
the-e rules. a cony of such program. includine the 
etetement of rolicv. fee schedules and detailed pro- 


eedvres. shall he filed immediatelv with the Federal . 


Fmerernev Relief Administration. 


BOOK REVIEWS 


SURGICAL ANATOMY, by Grant Massie, M. B., 
M. S., (London), F.R.C.S. (Eng.); Assistant Sur- 
geon, Guy’s Hospital; Surgical Tutor, Guy’s Hos- 
pital Medical School; Examiner in Anatomy for 
the Fellowship of the Royal College of Surgeons of 
England; Late Senior Demonstrator of Anatomy, 
Guy’s Hospital Medical School. Second edition, 
enlarged and revised, published 1933; Octavo, 458 
pages, with 147 illustrations, many in colors. Cloth, 
$6.00, net; Lea & Febiger; Washington Square; 
Philadelphia, Pa. 

The medical student learns or should learn so 
much anatomy in his curricular studies that a large 
part of it must of necessity be buried in cerebral 
depths beneath a great mass of later acquired facts. 
His training in surgery calls now and then upon 
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storehouse of anatomical facts, but probably 
usually fails to sufficiently impress him. The med- 
ical practitioner, particularly the surgeon, needs a 
reference work upon that part of his anatomy 
knowledge which may be of frequent use to him 
in actual practice, and from which he may have to 
make sudden withdrawals. 

Grant Massie has prepared his book aparently 
with the thought that certain anatomical facts 
need to be frequently reviewed. 

The book is about six by nine-and-a-half contain- 
ing 441 pages of text and an index of 17 pages. 
There are six divisions: The head and neck; the 
upper limb; the abdomen and pelvis; the lower 
limb; the thorax; and the vertebral column. Many 
of the illustrations are in colors—often with as 
many as four—and are most instructive. The fact 
that a second edition is being demanded is proof 
of the popularity of the book. This edition has a 
section upon the anatomic nervous system, which 
the former edition lacked. The book is unhesti- 
tatingly recommended. OF.B. 





THE FAILING HEART OF MIDDLE LIFE, The 
Myocardosis Syndrome, Coronary Thrombosis, and 
Angina Pectoris; with a section upon The Medico- 
Legal Aspects of Sudden Death From Heart Disease; 
by Albert S. Hyman, A.B., M.D., F.A.C.P.; Cardio- 
ilogist, Beth David and Manhattan General Hos- 
pitals; Attending Physician and Cardiologist, Hos- 
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pital for the Aged; Consulting Cardiologist, Haar- 
lem Day Nursery; Chief, Cardiac Clinics, Beth 
David and Manhattan General Dispensaries; Direc- 
tor, Witkin Foundation for the Study and Preven- 
tion of Heart Disease, New York, N. Y.); and Aaron 
E. Parsonnet, M. D., C.M., F.A.C.P., Attending Phy- 
sician and Cardiologist, Newark Beth Israel Hos- 
pital; Cardiologist, Evening Heart Clinic, Newark 
Beth Israel Hospital; Medical Director, Home for 
the Aged; Fellow, Witkin Foundation for the Study 
and Prevention of Heart Disease, Newark, N. J. 
with Preface by David Riesman, M. D. Sc. D., 
F.A.C.P. Professor of Clinical Medicine, University 
of Pennsylvania School of Medicine, Philadelphia, 
Pennsylvania; with 166 illustrations, some in col- 
ors; Philadelphia; F. A. Davis Co.; 1933; $5.00. 

“The failing heart of middle life” is responsible 
for a large portion of the heart deaths; and “heart 
disease” leads all other causes of death. Hyman 
and Parsonnet are pioneering in the literary field 
of “failing hearts of middle life.” 

The book is divided into six parts. Part I is de- 
voted to coronaries and is divided into six chap- 
ters: anatomy, physiology, sclerosis, arteritis and 
occlusion. 

Part II is the myocardosis syndrome and has five 
chapters: Thrombosis and occlusion are discussed 
in Part III, in twelve chapters. Electrocardio- 
graphic changes are taken up in Part IV, in ten 
chapters. Part V is devoted to angina pectoris and 
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has sixteen chapters. The book is concluded with 
medicolegal aspects of sudden deaths, and this part 


has six chapters. * } 
‘tats rape pages, including an index of thir- The Tulane University of 


teen pages. The bibliography has reference to 1250 ee 
evttiiben Louisiana 
This book is one which every physician and every 


surgeon should read—really study—from cover to 
cover. OHB. GRADUATE SCHOOL OF 
MEDICINE 





NEWS ITEM 

Application blanks are now available for space in 
the Scientific Exhibit at the Cleveland Session of 
the American Medical Association, June 1lth to 
15th, 1934. The Committee on Scientific Exhibit Postgraduate instruction offered in all branch- 
requires that all applicants fill out the regular ap- es of medicine. Courses leading to a higher 
plication form and requests that this be done as dezre2 have also been instituted. 
early as convenient. 

The final date for filing applications is February A bulletin furnishing detailed information 
26, 1934. Any persons desiring to receive an ap- may be obtained upon application to the 
plication blank should address a request to the 
Director, Scientific Exhibit, American Medical As- 
sociation, 535 North Dearborn Street, Chicago, Ill. 


Approved by the Council of Medical Education, A.M.A. 


“For Sale or Rent: New Mexico, new outfit, six- Graduate School of Medicine 
room house, mostly furnished; all other out houses; 
two-roem office, good general practice, good schools; 1430 Tulane Avenue New Orleans, La. 
5200 elevation. For details, address Southwestern 
Med'cine, A. F. & M.” 
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cover mailing costs. 


Posterior view of female figure showing lumbar 
cos pore and gluteal muscles, kidneys, etc. Figure at right 
indicates support given to these structures by Camp 
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